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th the exceotnon of Amé i ¢an Publlc Health Association thes'
é‘Were not. represented on-the,planning. committee to -:the con=.

senceh fﬁs a resulf of ObJeCtIOHS taiséd by these groaps durzng
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- opinion much higher

i -2

responses: 15 25
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" responses: 31. . 33
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responses 29 51
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‘responses: 48
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4, Do you think that the workshop activity of developing recommerida-
tions and mandates was a worthwhile exercise? - 4 p

very worthwhi le

2
responses75 Ly

B
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1 2
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Dld workshop discussion serve to increase your store of knowledge
(facts, data, concepts) in the area of the workshop topic?

- - -much increase 'no increase

2 3 L b 5 6 7
‘48 36 6 . 9 . 6 . L .
Were you able to .increase your knowlédge about other topic areas? ’;
no- in¢ crease 7% :
3 g 5 6‘f”° 7 - g
5 .~ -2 16 5 !

;As a result of thlS meetlng have you become famnlnar wuth and .
interested in _any ongoing prOJeCtS in which you may partlcspate
B -the future?

.
yes- P D
reSponéeé 157 il -

. What is your reattion to the followung aspects of the con-
v'ference design? : . '

-3, Emphasis on small group discussion

+ . favorable reaction: unfavorable reaction

R TR ’ Y 5 6 g
fgesl 05 35 7 ¢ 7 AR
"7*b. Emphasus on partlcupatlon in single workshop group

-

favorable reaction o unfavorable reaction

~;e;j; ! 2 3. b 5 6 7

)ONSES 67 48 19 12 17 6 3

T ¢, Lack of bug name speakers

- 7 favorable reactuon : uafasorable reaction

e 2 3 ;" 5 . 6 7

+-responses 75 42 16 27 3 3 6
S - . - d. Use of workshop facilitators .

E favorable reaction unfavorable reaction

2 3 4 . 5 6 7

O ) ]
(-Fesponses 70 54 21 i3 2 6 7
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9, What are your suggestions for changes in conference structure?
Most common tesponses: (1) make conference longer-57 responses (2) improve system
for workshop shuffle-17 responses (3) develop better advance material on wofk-
shop topics: 17 responses (4) invite a broader range. of health disciolines-15
responses (5) lnclude a generar sessuon-rj responses(b) improve utilization of
Fesource people-1] responses (7) dévelop better |nterdnSC|ol|nary distribution 1
wathln workshops=-1.T responses‘rb} lncrease |nvolvement anad - respresentation . i o
of munorttles and women-lO responses (9) change group process technnques-8 résponses

i [

-

; 10, ~Q6 you. support the idéa.of ho i“g nal |nterd|scyp]|nary 7 B =
: :conferences ‘on an: annual basns o S
57; )
responses !

3
- %

‘Mos t - common:. responses (l) opportunﬂty of |nterd|sc|pl|nary lnteractlon-|47 ;

? reSponses TTuntty-for increas-
: e ues-6 1 esponses .
; (5 gunlfccn ~T7 (6)

develoomen

-

What Was the least yaluable aspect of the conFerence?v ' b
Most common responses (l) not enoughktlme 19 responses. (2) d|ssat|sf|ed wuth

shuffle-12.responses ut] -6(4) poor hotel facili- ;
t§e5v6 (5) ﬂnsen5|th|ty of whltes to munorlty respt eqentatlon 5 (6) Friday j
night soctk g op-5 : represena-

tion of all ‘health- related flelds h (9 hotel*too far from downtown Chicago-4 - .
(10) use of_iiunJ4ia . 1= BVE u s-3 (12) i
failure of adequanely “disseminated resolutlons at the conference 2 (13) lack of

general’ séssion-2

-

Name'of delegate (optlonal)x, . . o

£

Conference proceeding will rinélude background papers, recommenda- ;-
tions- and mandates and. student project. description data Would -
you be willing to pay $3.00 in order to receive a copy of con-

ference proceedings?

© yes ) " no
responses 149 15
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HEALTH PROFESSION RECRUITMENT AND RETENTION
WITH CONSIDERATION OF GENERAL, MINORITY,
, - AND SEX BASED PROBLEMS

A - . Dennis B. Dove \
University of -Cinncinnati = College of Medicine
Student Ametrican Medical Association

<z

'"Medical caré fin the U.S. is -moré a collection

f bits and pieces with overlapping duplication,
at gaéps, high: costs and wasted effort than an

ggted;sxsggﬁ}iﬁ—whfch;ﬁéédﬁwéhdféffdffé'éfé

t provided:a succinct
altr :ca re ,géil;i:v‘e l'y whigﬁ o
Fies of thée world., This

t we-are §pénding far more

e, - Conservative estimates indicate

6nal’ Product (GNP)
o A 7

0 JRY, T & T o
3 Q! @ @F @

O et O

~In the ensuing years since reléase of the Commission's report we

have. successfully drowned oursélves sin the clamor prodicéd by the

ts and non experts, by all thée €onferencés and Congresses, and

1] the workshops and papers which havé attemptéd to examine the
obilems ‘inherent -in- our .non System -and to provideé viable solutions:
las even after the expénditure of innumerablé man and woman houfs,
‘eveh aftér an impressive financial outlay; the enactment of

viable solutions continue to elude us, and we continiie to expend our

ity
—

OFEEEé worthiness of .our- suggested approaches for its alleviacion.

“ Thus it is with some téemérity and sobriety that we should approaéh
thi:s $tudent conference on health manpower. Temérity because it may -
be &: characteristic 6f our youth in-venturing into. aréeas which have
been:well trampled as described above; sobriety expressed in the know=
ledge that we are in thé: dawn of our professional lives and perforce
must. choose whethér we accept.the patterns of the past with all their
obvi‘ous and not)so obvious limitations or define new patterns and new
diréections, ItL{;\ZV hope that the majority of participants present .
at this conferenc®subscribe to the latter concept and with this in
mind will” continue with an examination of one of the more important -
aspects of sthe current crisis.

5 e

ts reconvincing each other of thé existence-of the problem, -and =~ -

TR 1
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Health Professaons Recruutment and Retentxon - General Conslderatlons:'

NOWER DU

In the beginning of any discussion of & topic it is useful _to:
(prov1de a definition of terms, This -would seem to be most approptiate
hérfe since in the past few years the term"recrUItment when applled to |

health professxons has taken -on added significance, It is now proper
0 use it only when coupléd to. the word rétention as is done in this

econference oné definition provnded by workshop participants at the e

1971 AMA: sponsored Congress on Health Manpower may be partncularly

-useful here. . S~ @ -

' ! "Recru1tment xnto ‘health careers is a eontinuous process .
émbracing ) -communi-éating to the general publie ins
formation on. the educational and employi i
,xn"the health fleldi_;i;l" :

N

i Inherent in. this deflnttlon i-5. the -concept. that recruntment pe

s niultisfaceted and most xmportantly does not -end whén -the ins-

1' idual so attracted enters. the educatxonal institutions, Reérii-t=
1114 contxnues in the form of efforts to mxnxmlze ‘the |ndIV|dual‘s exit

1;rom the educatxonal pathway

. Recruitment to-the health fteld as deflned above and. as we know it
i a haphazard process; frequently based -on emot.ién only This often
sults in the placement of trainees and latéer -entering workers wiith
itérests and aptttudes poorly matched to job reduiréments, Too -fre-
ntly also there s a serious lack of uniformity of credéntials
essary for employment in various fields and coupled with thi's -. »
re is frequent inappropriateness of the requirements. for thesé-

ospective health team members into a burgeonlng ‘bewildering array
f ‘heal'th professions, =~ -~ .

An extensive series of reports and specual studxes in recent years
have. projected shortages of health care personnel, especially physi¢ians,
dentists and nurses (3.4); and pronouncéments have .been made that to-
day theé United States néeds- about 50,000 more physicians, a couple
hundred thousand more nurses'' and almost 150,000 more technicians'.
(5) At -the same time it should be noted that ¢ivilian employment i's
“projected to grow from. roughly 80 million in 1968 to 99 million by
1980 or by 24% while health occupations areé expectéd to show growth
Fates exceeding the average for the economy. (Thé largest increasés
dre- expected in the "allied health' group and the smallest increases
expected for physlcxans, regxstered nurses and dentlsts) (6) Some
observers however dispute the existence of a current or impending -
shortage., They argue that' the real problem is the maldistribution and
inefficient use of personnel, They support this position wnth the

¢

eedentlals But despite this knowledge, we continué to act|vely recrU|ﬁ

£

+
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i tablished) health workers .is rapidly in€Feasing. However when one {
‘ éxamines the unéven geographlc distribution of personnel, the long S
) wai*ting lines fof .emérgency -services and hospltalﬁclnnncs, and the ‘ .
= that 15% of all physicians in the U.S. are graduatés of foreign N
medical schools; there is no other conclusuon possibleé but that = i
lndeed thére does exist an acute shortage of major health personnel .

: fact that the ratio of doctors and déntists to other (new and es- ’,f

-h

|- % One of thé maJor problems in assessing this shortage i.s that our
knowledge of it -has lagged far behifd its development., It is almost

3 hough we. are looklng at“health manpower for the first time and

5% of the ‘WOrkers. .i:n th|s industry are in the °

~ ed health OCCupatlons €ategory. But the fact remains that we o

know much more about thé 15% than about the 85%, and it becomes ims Do

~ that weé. develop a sound and contanJng data base. (See reFer- 3

For avar1able data 1:th. occupatlons) - =

wvthS Our assessments of the
ent. _as a potentlal solutron

:”ad’quaC|es in education
Ling of the inadéquacies
; Hiﬁhé ‘éducation has been- .
,he hation. - for more than . .

e : B

7Dur|ng that t!me lt has'expetlenced steady enroll= ‘ ;3 ?

"
A B A
i

e:centurles. ,,,,, )
increases at a raté ‘faster than thke expans.ion: of American society
enéral, Over the past centu'y'in par lar enrol.iménts in highér : N -
education have doubled regularly every: |4- -years, (9) Schools of* |
the::heal th profe55|ons ‘have most definitély b‘en a part. .of this trend , !

We—are currently moving out of & period. in which éénstruétion. and R
bagsiic lmprovement grants to -health: profé§§ioﬁal schools havé been at . .
. - am;all time récord high, - S e

: The Assoc:atlon of Amerﬁcan Med ical Colleges reports 108 medncal
s¢hoo1s wnth a total enrollment of 44 000students as opposed to 86
schools in 1960 with ran enrol Iment of 30,000 students, This. enroll=
_increase is indicative not only. of the opening. of new schools, - :
also of . the expanS|on of ¢lass suze ‘at_most others, (10) There S e
;been a-concomi tant” acéelérated increadse tn .dental school places. :
in_.fécent years, and estimates provided by the council 6n Dental EdT
cation of thé Américan Dental Association prOJect an ‘increase from -
4§30 . dental 'school entrants in 1970-71 to 5;400 in 1980=81,. (11)
Slmslar data for the nursing profession reveals that "while the number :
of -employed registéred nurses has grown.at a faster rate than the - -
- géneral population_for the past 5 years, ‘a smaller percentage of hlgh - -
school graduates have selected nursing as a dareer", (12) Without -any .-
further eélaboration on the data for AUFSing above, we should use it
- to-stimulate the need for a word of caution, lncreased manpower pro=
duétion has been highly touted as an effecttve means of relieving -our
"acute shortage", and so far this increase has proceeded as a result -
of .a direct llnkage to the Federalnmnetaryplpellne But this pipe- ;
line has produced at best an érratic supply and is apparently showing :

,,,,,

i& signs of becoming even more erratic. What next?
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In a sumular vein, what about our preduct:ons of Future enroll-
“ments. The Carnegue Commlsslon Report "New Students and New Places"
~#9) cautions us to be skepttcal of éur predictions and to becomg
_aware of the many prevalllnguncertalntles eg. Financial str|ngency
TwWill theré bé néw places created for the additional prospective student?
 Labor market_conditions: what wili happen ‘wheén the labor markét no.
_donger generally absorbs c¢ollege graduates at the Leével 6f training
théy have acduired. (as is already bEcuring in some fields?) ; The

. Gultural Révolution: many young, people how seek vocations outside the

;Horatuo Alger syndrome than éver before; The birth rate: what wisld

~bé the effects of zero populatlon growth?  Public Policy.: now féassess-

g its support fof hugher éducation ; The New Educational Technology:

;soft ware ‘and hard ware whuch can. permi.t every living room to becone

classroom -

i yresént,. our. pred|ct|ons aré Fullfllled

« ;ﬁegé age group actually enrol led: in
IED shownng signs. of plateading at

71 sh

;. However at least Forlgh
The hufber of persons fn v

jh gherjeducatlonal

ed: an. |ncrease of 2-4%, wh|le

: | 1h the: undergraduate

X showed the largest dlp in enrollment, socnal
gical sciences recorded the greatest incr ases.

: schools reported & record 35,000 appl i

in néxt year's freshman: class Within

n s here has been a substantlal |ncrease |n

lneer-

g F:elds aFter g
F Southern Cal’fb

,"from college One. school the Unlver
éports 5% M. A, and Ph.D. applucants compared
o--similar burgeonlng oF interest has been
”14151 ed: health schools

— It Vs thus evidént that new allgnments dre already beglnnung to
‘take shapé within our enroliment patterns, Howeveér, our ability to
cope with, thése is |nexpl|cabhy connected to our abtllty to restfucture
‘the educatuonal procéss itself as it relates to training our -many
.different types of ‘health professlonals Thére aré many questions
related to this festructuring which require answers and | shall merely
pose a few df them here, leaving the answérs to the cornférerice partici-
pants (1) Can quallty nurslng education €ontinue to flourish. while
the internéciné cannibalism continues within its ranks and thereby
perpetuatés the existence of three mutually exclusive types of training
‘programs? (2) Can déntal s¢hools continue their elitist training
programs which train only dental students and cast off their assistants
_and dental hygenists to -bé trained -at proprietary schools away from
the parent Unlversuty7 (3) Can pharmacists successfully overcome
professlonal group hOStlllty and establish thémselvés as di.rect partici-
‘pants in patient care as opposéd to the|r current role as mere obli-
“gatory observers? (4) Can medic¢al schools become responsivé to the
individual human neéds of their students and permit them the freedom,
‘wi th guidance, .to plot and define their pathways without having to
Subscribe to the "herd" concept of medical education? Only when we
‘have answers to thése and to the other questions regarding releéevancy

Cre ke R w D T oaTis 3 ST o @ ETRUSES - T kot Sk D RE T g Mo e 74T ey Ty Y
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of tfaining to community expectanci-es. and needs can we begin to
clearly define possible altérnatives to which all health profess:onals
and students could subscribe. Maybe then we could have Jecéruitment
programs related to broadly based health career tralnnng programs

sducation based on .a "éore' éxperience.(13) Specific career
and- specnalty training would be delayed until the student
knows. what he is choosing and thée teachers know enough about the
students intérests -and- atritudes to counsel wisely. We could also
hopé-that these tralnlng programs be baséed upon speclflc curricul ar

objéeétives which are planned to effect|vely -build upon existing Skl]]”

,and?knowledge and ‘theréby: av0|d unnecessary repetition.,

Health Professlons Recrustment and Retentlon-Conslderatlons of

edsngly rare today.io review any publlcatlon which
health (partlcularly health manhpower
IF not an entsre article,
‘ essing: to also note o
6 pecific to medicine, This
: u" jﬁ one were £0- trace the |nvolvement
he non- minoFity: heal:th- professlonal N m|nor|ty affatrs, it
‘become immedi:ately apparent that the Assoc:atlon of American
al' Colleges afrived:first -on the scene to corner ‘the market of -
fble funds, This ‘Association :then presumeéd to address -itself
he problems of minorities in all of the health professions., The
it -has. béen expréssed by some ‘that this and subsequent events
représented the ”comlng of age' -of the minority in the health
professions

- -

fiindeed |t has been a comlng of age For it occurred at the

to .cast off thehshackles that had been placed on them For centurles
by -our genetically inferior pale skin brothers. However despite this
anAocunced '"coming' of four years duration full realization of its
potent|al ‘has not yet been attained and ‘we must perforce struggle

sma agalns‘ Much data has been brandlshed concernlng mlnorlty re-

préséntation in highér edication and wi-thout some detailed analysis,

onexcan be pardoned -for reachlng the conclusion that the friends of

incréased minority representatlonshould declare a victory, But this
would be nothing other than a hollow victory,

- A study performed by the U.,S..Office of Education in collaboration
with the 0ffice of Civil Rights réported the data shown in Table |
(14) for minority enrollment for the academlc year 1970-71, .

. A comparision with similar data, SpeGJflC for medical schools
(l5) reveals that in 1968-69 9.1% of all students (undergraduates-
graduates) enrolled in institutions of higher‘education belonged to
‘minority groups, whereas only’ 3.5% of the total medical school classes
were 50 classified. Data for.the academic year 1970-71 further




s,

reveals al10.1% mlnorlty enrollment but only 5.7% medical school
enro‘;ment Similar data for 1970-71 reveals that minority enroll-
~in schools -of law and dentistry were 5.8% and 5.3% respectively
(16:): whilé minority students composed 7 4% of all graduate and
profess;onal students;

Prellmlnary data for 1971-72 indicate a 5% increase lnﬂtotal
graduate and profes510nal enrollment with minority students showing -
3 30% increase within this grosping. AAMC data for medical schools
indiicate an (totall enrollmént of 7.05% minority-students.

{éBaSIC assumptnons (l5 22) indicate -a 6% medical career interest
Ag.Black college freshmen as compared to 4=6% for non minority
gevfreshmen,;a:ZSV probablluty of’ a mnnorlty college freshman

;counterpart Wi “4these assump‘ 'nkaept in mlnd .
i's of the previous data should lay to rést any mlsconceptuons »
tly held in. regard to the .availability of an adequaté -pool of
fied" minority applicants to health profess10ns schools

As wrth .most undertbklngs of- thlS knnd,wthe campaign to increase:
y ‘Fepresentation- -has-had manybeneflcual spin offs, the ‘
ity of which appear to: have more di-rect umpl:catuons for the . {
nofity student, These §pin: of fs in themselves‘may have been
actors. which guaranteed the limited success achieved to date.
an. 3ign ‘i tself has other sngnlflcance for this |nterdlsc|pl|nary
student conference for it did indeed receive its initial impetus and
. ion from a similiar interdisciplinary student group operating -
uridér the aégis of the now defunct Student Health Organizations.(17)

- The spin- offs referred to are as bountiful as they afe meaning- .
fuL,. First, despite the fact that the struggle was initially engaged—
on the turf of medical schéols, it did not remain there for long,
for -the injustices -which- necessrtated its being were apparent in all’
schools of the heal th professuons Next, one, could not. address
thoroughly examlnlng the entire process of admission to. these insti-
tutions, This examination includes the factors preceed.ng ad-
mission i.e. recruitment, the admission process itself, and finally
the” consequences of admi ssions i.e., retention and eventual graduation,
Becalse of this we can now point to changés in admission criteria
used for all students in which the "human aspect” of the application
has begun to receive a status equal to the coldly statistical aspects, ;

Rétention itself has been redefined, changing from the negative
concept of being measured as att ition rate, to the inherently more .
pos.i‘tive concept of doing all possible to malntaun a student in the
educational pathway of this choice. This in iitself should do much
to réduce to a theoretical zero the absymal rates reported for ;
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several professions, For example, of every 150 students who enter,
Américan col Iéges, 40 fail to graduate (18); of every 100 nursing
students who enter collegiate schools of nursing in this country,
LlL fail to graduate (19); of every 100 studéents who enter the ac-
¢redited Américan law schools, 43 fail to graduate (20); while for
£évery 100 _entering medical students only ‘7 fail to graduate. (21)
The data for dental students is assumed to be similar to- that for
‘médi-cal schools,; as-suggested by figiures by Parkin., (22)

~ "Nelson et al in a task force report produced for the Associa:
tifon of Américan Medical Colleges relatéed to minority representation
im medical. schools defined an "Educational Pathway Analysis Systems'
approach- for analyszing the .educational pathway leading ‘to the attain-
mént of the professional -degree. (23) In this analysis (Appendix 1)
thé: student educational “low process for medical -educational is ‘
dél.ineated into the various stages through which a student usually
-passes in becoming a physician, The transition from one stage to
nother- i's then investigated. to deterniiné the reasons for stuent
from the educational pathwdy. U“Aétion Elements" defined as -
individuals, organizations.-and -institutions which have a responsibility
Of or an interest in the educational process are shown together
With the main actions each group can také in-résponse to specific
teasons for student exit from the pathway. Through this approach
any of the .professions represented at this conference (or any other
for that matter) could conduct an evaluation of its educational
process, and by identifying its specific exit points could begin to-
dévelop data under each action element to neutralize this exit factor,

] As an example of how this system works, let us take the recent
announcement by the Ford Foundation that it plans to devote 75% of
its budget for higher education over the next 6 years ($100 millién)
to promoting an expansion of minority opportunity in colleges and
dniversities by increasing scholarships and fellowships support and
through developmental grants to the black colleges, Putting this
under the appropriate action élement Foundations on Appendix |, we
«€an see how this would have a direct effect of minimizing the chances
that a student will exit form the educational flow particularly at -
Stages Il and Ill, In similar fashion we may also plot the commit-
ment made by the Sloan Foundation to expend the majority of its )
résources for a five year period to secure minority interests in the
field of medicine as well as the prévious and continuing .commitments
of the Josiah Macy Foundation and the National Fund for Medical
Education in this regard,

... Under the appropriate Action Elements we can also plot at the _
edrliest stages of the educational flow, the efforts Such as the Na-
‘tional Medical Association's Project 75 (24) which, by establish-
ing contact with studdnts, their parents and counselors as far back
as high school, hopes to achieve its goal of implementation of the
AAMC Task Force Report (25) of achieving a 12% nationwide enrollment
of minority students by 1975, Similar effort< are also being
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condiicted by components of the National Health Council, most notably
the -I'ndiana Health Careers Association and the Texas Health Careers
Association, The latter are more loc¢ally oriented; their recruit-
mént -éfforts are not limitéd exclusively to minorities, and their
approach -is toward interdisciplinary recruiting. There are many
othér programs of these types, with several addressing the needs

of -speci fic minori-ty groups, as well as specific professions. The
AAMC -published booklet entitled "33 Programs to |icrease Educational
Opportunity for Minorities in. the Health Proféessions" (26) is an
excelllent source book in this regard. I

_Despite all of the ‘tokén advances delineated above, Enemy #1
I pefsists in ‘the form-of the pattern of Institutional Racism
~more often than not currently supérsedes and encompasses per:
—expressions. -of -racism; This enemy rears .its ugly head in_
laces of our health inistitutions, It can be found in the offices
ny: deans, department Chairmen, faculty members and even among
vostudents.. Lt can-manifest itself -subtly ‘in the: form of
1 _Psychological pressures -on .the Tisolated minority student,
r-as differénces ‘in the: grading: of -exam:‘papers,- It -i-s :even more

Vidls in the disbursement of financial asSistance, or as the
"e -to reécruit minority faculty and administrators., It is
ésted as fearful curiosity when groups of more than 2-0or 3
ity students are séen rapping on-the campus. But it is present -
t must -be- rooted out.

Hedi:th. Professions Recruitment and Retention - Considerations of
Sex"Based Problems .~ — - — ——

~ An the past décade and a half, Americans have been forced to
accept sevéral bitter experiences as facts basic to their existence,
Many—-of these have destcoyed ‘the sanctity of the old order of things
and:through much questioning and self examination we are beginning
to-define a new order. Butlet us not forget that a new order is

merely the representation of a realignment 6f old forces around a
new:equilibrium, Thus we should perceive théRacial Identity Crisis,
The:Womens Liberation Movement, The..Peace ‘Movement and all such groups
as forces seeking definition of- self and position within the new
realiilgnment,

" . With a new order being created around us it would seem that it
would be a gross affront to our sensibilities to accept the fact
that women , who.comprise over 50% of the total population, and
comprise over 4/5 of all persons employed in health services, only
represent 7% of all physicians and 2% o6f all dentists, But maybe
as a nation we are .immune to such things. We have condoned
by our silence the equally visible data of a majority of our low
level workers being minority persons with only an occasional one
present in the higher levels.

|
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The problem which emerges is thus one which relates directly to
thé representation of women in the upper level of health viorkers,
Our remarks which follow in this portion of the paper will be thus
di:rected specifically to medicine and to a lesser extent dentistry.
This however does not deny the fact that some problems to be discus=d
- for women in medicine are also applicable to women in other health
careers, legistered nurses provide a most worthy example. Present
data indicates a total of 1,200,000 RN'S “in the country, but perhaps
as many as. 500,000 are not employed in their proféssions, so that
at any given time approximately | out of every 3 professional nurses
is inactive. The reasons for this are variéd, with major ones being
_.-confl'icts between personal and professional roleﬁ?couplcd with
inflexible scheduling, as well as a poor income growth rate compared
to: other ski-lled female employees both within and: without the health
industry. r ’ -
- . - et
S :BQSiC,to'thégp;oblems;gf sex based Fecruiting and admissions
f“ﬁ—médtéiﬁe—énd;b;héfvp?@féésiqna[;discipl{neé is the attitudes
i
i

plicit in the full import of the old saying that a woman's place’ ¥
i the home. A recent study of Radcliffe graduates who entered . =

medicine (27) describes ‘the oldest of these graduates -as.'stalwarts e
who were typified by a singlenéss of purpose; a kind of doggedness. B

6fF blind detérmination because all except one had no doubts related: s L
to- any potential problém areasexcept a general worry about finances." B
Thi's study coﬁtrnﬂes.td~§féte’that=not;only:wérewfinancesa,ptoblem’

to: this college's graduates, but also doubts that were centered in

fwo other areéas; the long term commi tment required, and the most

préevalent of all, the combining of medicine with marriage and family ,%.

Eéébthibilities.,e ‘

‘ The latter constitutes an ongoing dilemma for some women and- it
,%ﬁequently develops to critical proportions, According to available
résearch most women doctors do marry (more than three quarters;

-6f these, more than one half to other doctors), do have children

and do devote iong hours to the practice of medicine, Subjective: :
evidence provided by Lopate in her book "Wcmen in Medicine" (28) . -
indicates that 2/3 of all women MD's had experienced one or more '
&ituations designated as ‘critical during which they were seriously

témpted to withdraw from medicine. In the study of Radcliffe women,

these data were again corraborated, and the most frequént problem -

&ited was difficulties revolving around marriage-career conflicts.

, Amorig the possible kinds of viable rrisis resolution, the most
frequent action by the Radcliffe group and by other groups of women,
was to reduce career demands either by decreasing the number of hours
worked or by changing to a less time consuming specialty. Next in o
frequency, was withdrawing temporarily from all medical activity and :
then resuming the career when thé difficulties were solved. The above :
methods of crisis resolution have however until recently only been

.viable primarily for women already in practice. The woman.still in

training was and with few exceptions (29) is still bound by in-
flexible schedules and unsatisfactory child care facilities as she

¥
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attempts to progress in programs which were designed for.the young
male who was either single or whcse wife provided child care. Part
time internships and residencies have been made available only in -
recent years,' the AMA House of Delegates authorizing such internships
in 1965, and residencies in 1969, ) : .

To return to .the problems specific¢ to. recruitment of women, I
would offer a few comments from a Report on Physician Manpower on.
Medical Education (30) which was adopted by the June 1971 AMA House

of Delegates. 7 ] ,

"I't is important to note that womén  doctors ‘ténd to selecti
areas of medicine .in which shortages are particularly acute,
While women are found in -every branch of medicine; most are
interested in psychiatry; '‘péediatfics, obstetrics-gynecology,
internal medicine, family mediciné and: public health, The AMA
believes ‘there: i's.- & need for wore: women:physicCians. -

Only remnants: of past discrimination still remain, Every
medical school .in ithe United States and Canada now adiits women.
Claims -are ‘occasionally made -of ‘medical: schools adhering to- .

~ quotas on the number-of women admitted, but ‘these complaints:

. cannot be substantiated; Nationally, the ratio- of women ad-

B mitted to those applying has been about equivalent to male
enroliment figures during the last decade. Any discrepancies.

generdlly favor women, - _ .

Many more young girls will need to be given a different set ‘of
goals for their adult lives. They must be encouraged to pre=
pare themselves for medicine and to &pply to medi cal-schools., -

- Available data suggest that because of the multiple demands on:
themarried woman physician, average :productivity of the female
doctor is 10 to 30. per cent less than the male, and only part:-

ally compensated by the female's longer life expectancy: )
Enthusiastic general support for wonien<in médical schools is
greatly. increased and the demands for more medical services
are less urgent." ' :

jhe eloquence of the abové statements. in elusidating many specific
problem areas which need our immediate attention, is unrivaled in
Fécent communication, Data provided by independent researchers
funded- by the National Institute of Mental -Health (31) and that
compiled by the AAMC are merely ammunition with which to engage the
struggle, : )




TABLE I

FINORITY ENROLLMENT 1970 - 71

Undergfsd,
Year‘t{ﬂ
Yeariif
Yéa;;%{ 7‘

NYear b

Graduate
and

Profes§ional

Comb ined’
Enr@l%@éﬁts
Fall 1970
%
Fall 1968
. %

Total #f
2,078, 376
1,354,751

8716
» R0/

543,150

, 5,730,557
- 100%

5,354,653
T 100%

Spanish
Surnamed

Orienta’

-American

Indian

- Black"

r?[;9§9
91,837
48,493

379,138
6.6%

303, 397
5.7%

53,74
27,846
12,928

10, :382"7

6,297

11,167

V.9%

95, 200
1.8%

21,022
14,687
10,046

-G53

9,662

64,225
1. 1%

55,025

1.0% .

8 ~1'808V

12,519
6,803
4,161
4 ,l7v8‘.ﬂ

77661

1,608
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 CONSUMER SELF-HEALTH: CONSUMER-COMMUNITY INVOLVEMENTg
AND PROVIDER RESPONSIBILITY

Alan H. -Golden
University of Maryland
American Student Dental Association

Introduction ) .

Before any presentation can begin, the topic to be discussed
must be defined and limited, especially one so broad as consumer
affairs, . Yet the best wdy to present a broad subject that is to
be:-used as a spring board for discussion; not for a finite com-

" mentary, should bé to apply as flexible a definition as possible,

allowing the discussion group to-eliminate any extraneous matter
and take its own direction., By accepting: this premise, there appears
a seét of questions that must be answered for any work on the sub=
ject: (1) What can the consumer do to help keep himself in a state
of ‘health?; (2) What is the health professional's role in helping
the consumer to keep healthy; and (3) What may the consumer and the
provider do together to accomplish the goal? Admittedly, the last
quéstion is almost a universal--what any. two groups can do to best
accomplish any goal is full cooperation with each other, But since
the ideal situation does not exist, means to approach full coopera-
tion may take many forms, o g

Keeping the questions in mind, we will go first into the past’
history of the subject and work our way to the present, then look ~
at pertinent student work, In a sense it is looking at the etiology
and pathogenesisof the matter to point us to a '"cure'", We should
wind up with a further set of quéstions meant to spark workable
solutions, :

Etiology and Pathogenesis

The awakening consumer giant is finding its way into many formerly
untouched facets of life, and health affairs seems to be one of its
latest discoveries. The consumer giant has served-to move the health
care institution from the private to its rightful place in the
public domain. Every person, as a consumer of health care services,
has an interest in its delivery, a role which indeed puts it in the
public arena,

Not so long ago, the consumer's role in health care did not
really exist, The consumer was an object, It only required that he
submit to treatment, whatever form it might have been. That was
in the days of total crisis-or "sick'" - oriented health care, where
one only sought care in emergency situations, The consumer's role
was purely that of patient. It was assumed the patient acted only
in a passive role, following directions as ordered by the health
professional,
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Today, the whole concept of health care is changing to an
ofientation' towards prevention and maintenance of health, in addition
to cure for the sick, "Cure'" and.'"sick'" will always be with us,
but hopefully to an ever-decreasing degree as preventive health care
gains sufficient acceptance and practice.

It iﬁ this new form of health care--preventiom-that places much
of the burden of maintaining health on the patient-consumer, The
whole concept of consumer self-health is perhaps analagous to the
situation of a new car buyer, He receives a warranty guaranteeing
his automobile for a certain period of time, but it stipulates i
that the owner must meet certain obligations of normal maintenance
Tn-order to keep the warranty valid, T[n-our case, the patient must
take care of himself in order that-his health services will be '
effective, =

~_But just as today's :picture .of health care is changing, so is
today's patient profile. Typically, today's patiént has -a higher B &
heal:th 1.Q, than his parents -and knows to look toward the health B f
establishment for care, With the practical elimination of many ‘-
épidemic diseases by public heal th measurées,the public awareness 'is
now beginning to be focused on those diseases of a progressive or
chronic nature, hence the attitude shift toward preventive and
maintenance care to arrest the process, The patient's role in disease
states of this nature is one of -active rather than the passive
participation that characterized the past, But with the increasing
heal th awareness comes confusion, too, The individual is under
constant bombardment of a commerical nature: non prescription drugs;
vitamins; do-it-yourself treatment; and the use of unqualified prac-
titioners, all increase the necessity of the professional to educate
the patient to its correct use,

~ While the previous description of the '"health sophisticate' may
characterize some of the country's population, namely the middle
and upper classes, another segment of the population has a different
heal th profile, Our disadvantaged minorities, inner-city and rural
residents are not so sophisticated, and can seldom find available
even adequate emergency care, much less preventive care, They are
forced to take what they can get, and usually enter the health care
market only on an emergency basis, This leaves the health profession-
al with two levels at which he must approach consumer self-health,
He must undertake the basic heal th education of the health under or
non-sophisticate, and he nust foster further consumer participation
from the level of the relatively sophisticated, But these two levels
are not very far apart, and interlock at many points,

To begin, everyone must be brought to a certain level of basic
heal th knowledge, upon which attitudes toward health are formed. We
admi ttedly do have some people that have good health knowledge back-
grounds, how did they get that way? Education is the answer,
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The original consumer health education project began with manda-
tory -public education, An important part of the curriculum was
hedlth education for the school children. Basic cleanliness and

2 B : personal hygiene, protection against disease-inducing situations,

1 ) : and:‘nutrition were among the first widely-taught subjects, things
now taken for granted by our health "sophisticate"., Vision and hear-
ing testing, and vaccination .and immunization programs, as well as
provision for emergency care in the school -became almost universal.
Little of this had real consumer involvement, except at the highest
administrative levels, But it did bring that generation into a
reldtive familiarity with health matters, When the basic knowledge
of :health necessities has been gained; -more complicated procedures
and:.practices may be imparted to the patient-consumer, with the

. trust, that -he wild "keep his part of the bargain," The community
itself may help with this; and“theréein lies the real goal--full

, coOperation between health personnel and thé consumer, both as .

R . individuals or as a whole, working togéther to help achieve a state.

fhéalth for everyone, This is a prime example of the "bootstrap"

= phénomenon, where the consumer=community actively works to..bring

‘. . its:members to a higher health 1,Q, so that it may be able to in-

E 3 volve itself in further ventures to an even greater extent,

Al though community involvement in health hasbeen broad and is
ever-increasing, little research has been done beyond that in teach-
ing methods, public communication, and behavior and attitude chang-
ing, Most published works are of the '"show-and-tell" variety, and
many of those are so similar that a few summaries would suffice:

(1) In order to reach the community-at-large with an effective mes-
sage of health education, various well-known community personalities.
or ‘organizations are enlisted to voice their support for the measure.
In._that way the community accepts the new information because it

- comés with the endorsement of a familiar and trusted figure. . (2) In

+ order to see that thé needs and desires of the community-at-large
“are represented, membership of this health planning group or that
health advisory body will consist partially of members of the lay
public. (3) Reciprocal, training is demonstrated or advocated,
Either you have the health professional or team enlisting and train-
ing members of the community to help them carry out their job, or
community figures instructing the health provider on special ways
of dealing with the community or its members, This last subject _
has ‘been in considerable use of late with regard to the aforemention=d

‘heal th "non-sophisticate'", particularly so with minority groups

whose special problems, language barriers, poor education, and lack
of financial resources present barriers to the effectiveness of the
health professional,

| feel these activities have been true to some degree of all
health disciplines, although some more than others. .The principles
are simple, and would need only minor change for any discipline to
use them, Where the most striking differences appear between dis-
ciplines is in the area of the development of new provider-patient
(consumer ) relationships, with an eye towards preventive and mainte-
nance care and the character of the care itself,
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‘What does each discipline do to help the consumer -keep himself

healthy? | begin with dentistry only because | am most faniiliarwi-th
it. | see dentistry as one of the disciplines that is almost
completely dependent on home care by the patient, save for public
ﬁegitﬁ measures like water fluoridation, Think of the epidemic of
dental disease that would occur if everyone stopped brushing their
teeth, The thought is frightening in terms of dental caries and
periodontal disease, Both are progressive diseases, and quite
arrestable in their early phases by a combined program of profession-
al-care and home care, But almost nothing & dentist can do will
save the teeth of an individual- who cannot or will not practice
oral hygiéene. The dentist's role then would consist of patching the
holés in the patient's teeth until they became so “"bombed ‘.
out! that they.had to be éxtracted or fell out of their own accord e &
through loss of the supporting structures. ' E S

_ Thus the denti'st usually finds himself in the role of patient- =~ = -
educator i-n order for his own -work to have any effect, OQut of necessity ¥
hé:'has had to develop méthodologiés of consumer involvement to meet
hi:s needs., He works on the individual patient; the profession, in
conjunction with public health authorities and the community, works .
through the schools to teach the children good oral hygiene habits
at an early age meant to stay with them throughout life,

2y

Prevention as a method of practice is making great inroads on
the bulk of dental practices, which still are 'repair" oriénted, but
are changing rapidly., There are even those dentists who base their
whole practice on the philosophy of prevention -- and guarantee

- results if proper home care is followed,

Needless to say, medicine is in a state which roughly parallels
dentistry, Although they were somewhat quicker to realize the need (=
for preventive measures in medicine and institute beginnings, they
have progressed at a slower rate, Long ago the value of personal
hygiene, immunization, isolation of infection, and regular check-
ups were recognized. Beyond this, the basis for medical care has
yet to really shift to a preventive stance. The medical profession
is still too busy trying to catch up with the backlog of care needed to
be administered, as well as with advancing medical know!edge. It has yet
to make the major push to make available large-scale practical methods
that bring preventive medicine to the great mass of our population,

Nursing is a profession | comprehend as having twofold operation:
(1) assisting the physician in his care for the patient; and (2)
trying to help the patient help himse!f, The very nature of nursing
is not preventionoriented, but it is education-oriented -helping the
sick patient care for himself,

Pharmacy is often overlooked in discussions on this subject,
because it doesn't occur to most people that the pharmacist "“treats"
patients, But what isn't realized is that the pharmacist is an im-
portant link between the treatment service+vendering Pprofessional and the
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patient in that he is often called on to translate the prescribing
practitioner's orders to the patient's level of comprehension, He
also can provide a check and balance for health care, helping the -
patient from honest or even intentional mistakes, by both other
professionals as well as by the patient himself,

Many of the allied health fields exist solely to help the patient

help himself: fcr instance the physical and speech therapist. Others

have no duties in the area except the performance of certain

tasks on and for the patient; for example, the radiologic technician
and: the medical technologist., | think more insight into their utili-
zation as consumer-community involvement vehicles should be explored

by the group. - ’

I am sorry to note that | have been unable to locate sufficient
information on the consumer-community activities of optometry,
podi‘atry and veterinary médiciné to do them justice: It is my feel-
in hat ‘group ‘members—from those fields éan better ehlighten us ﬁ?_;

on ‘the subject,

Student Activity:

If there seemed to be a scarcity of literature beyond the "show-
and-tel 1" type dealing with activities of the professions in this
area, the amount of literature on student activities is close to
non-existent, It is a well-documented fact that a large portion of
the educational process of the student professional means limited
practice of the profession under supervision, Much of this is begun
with patient education. Techniques of patient education are a
§oki?fpart of the education, as well as material to be presented
itself, -

‘On the other hand, actual field experience is somewhat 1imited
to students by the fact that they are just that--students, and are
not recognized as practicing professionals (outside school walls
unless supervised) by most State Practice Acts of the various pro-
fessions. Another obstacle to total student participation in ren-
dering care is the resistance of the consumer who feels that he
is receiving '"second rate" care, a feeling seldom justified in light
of the supervision involved,

There are student projects all over the country, separate and
interdisciplinary, school-sponsored, profession-sponsored or student-
sponscred, and one of the aims of this Conference is to spread the
wealth of information gathered by the various participants in pro-
jects among all the student professionals, so they can better mount
their efforts, separate and together, in the future, But one con-
cern to all of the projects has been acceptance by the community,
What each group has found to gain that end is one of the important
items to be brought out for the benefit of all concerned, and should
be one of the major topics of discussion.

4
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REGULATIONS AND RESTRICTIONS AS HEALTH MANPOWER BARRIERS
' A Discussion of Some Factors Involved

William J. Mangold, Jr.
University of Texas Medical School at San Antonio
Student American Medical Association

. Rather than attempt the arduous task of analyzing requirements
of each state for licensure of various health professionals, the
purpose of this brief paper will be to consider two major points;
Included will be the question of licensure versus certification of
allied health professionals and the perhaps more universally emo- ]
tional issue of State versus National regulation of health profes-

sionals, including:physizians, -

In the United States, statewide regulation of medical practice .
was- established prior to 1800. in many of the States then in exis- M B
tence. Local and State medical societies had.been ¢oncerned with ' ;
the training and conduct of practitioners and had appealed to the
States for legal control over the increasing numbers of people in
the professions, They enforced standards early in the 19th century

and then relaxed their endeavors. '

-

By the middle of the 19th century, standards of professional
competence were in need of reform and the authority to examine and
license was largely withdrawn from the medical societies. States
began to assume responsibility for regulating the prof?ssional as
a means of affording greater protection to the public.

Thus, the question of regulation of health professionals has been
open to marked debate at intervals in the history of American health
care delivery, Prior to the Flexner report of the early 20th cen-
tury, all a physician need do was obtain his M.D, degree from any
one of approximately 155 then-existing medical schools, ranging from
the relatively good to the grossly imcompetent 'diploma mill."
Furthermore, other health professions did not even require this
piece of paper in many instances, However, following Flexner's report
condemning the quality of education of physicians, there came an era
of stringent regulation of health professionals. This, of course, ;
served to limit manpower in the area, and has continued to do so up '
until the present time, thus giving licensing boards of the various :
professions virtualmonopoly over the health care delivery field. Now,
once a?ain we see many people of this country returning to the
idea of limitation of regulation of some health professions. Argu-

ments proposed in Support of this theory include the allegation that
proper health care could be delivered to all people in this country

if only everyone who wanted to practice a given health profession
could be granted a license to do so, This is countered by the proposi-
tion that such a move would result in more quantity, to be sure, but
far less quality.
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It will be one purpose of this paper and of the associated
di-scussion groups at the conference to analyze the logic behind
these two differing points of view, and any others considered, to
discuss the various ramifications of them, to consider views of the
conference participants, and to possibly arrive at some sort of
evaluation of the situation,

The second-major point to be discussed here involves the basic

‘question of States' rights involved with licensure of health pro-

fessionals within the respective states, as opposed to allowing some
licensing body at a national level to decide on a professional's
qualifications, thus in essence allowing the health professional

to be licensed theoretically in any state, resulting in realization
of unlimited geographic mobility in his choice of practice area,

Basic introductory arguments against this approach include  §
the- aforementioned States' rights theory which maintains that each of  {
the- states has the inviolate right to rulé over the practice of ¥
a-.given proféssion within its borders and that no national govern- N B
ment. can force the State to allow practitioners ‘who the State coes E
not ‘desire, .The further argument is put forth that no nationally
based board of this type could realistically be expected to be able
to efficiently administer this type of program and would not be able
to recognize and respect the individual needs of the local areas,
states, and even regions of.a country as large as the United States,

All determinations as to the relative worth of any given
approach to the above-stated problems must be tempered by a con-
sideration of the public interest, After all, it is that interest
which must ultimately be satisfied by any conclusions reached by .
Ieg;slative process in this country, at least in principle, if not
in fact, '

So, it is the task of this discussion group to consider some
of the problems, some of the suggested solutions, and their own
personal viewpoints, and to attempt to reach some accord as to
possible student activity on a meaningful level in the area, To-
ward this end, a few definitions are needed, which are as follows:

Accreditation - The process by which an agency or
organization evaluates and recognizes an institution or
program of study as meeting certain predetermined criteria
or standards.

Licensure - The process by which an agency of government
grants permission to persons to engage in a given profession
or occupation by certifying that those licensed have attained
the minimal degree of competency necessary to ensure that the
public health, safety, and welfare willl be reasonably we!l
protected, ’
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Certification or Registration - The process by which
a nongovernmental agency or association grants recognition
to an individual who has met certain predetermined qualifica-
tions specified by that agency or association, Such qualifica-
tions may include: (a) graduation from an accredited or
approved program; {b) acceptable performance on a qualifying -
examination or series of examination _and/or (c) completion
of a given amount of work experience,

= Compulsory versus voluntary State licensing acts - the
nature of licensing statutes currently in force has been
classified as compulsory or voluntary according to the fol-
lowing definitions:- .

Compulsory - Only persons holding @ license are permittedi‘
to practice the occupation, and unlicensed persons are pro-
hibited from working in the field,

Voluntary - Only persons holding-a license are authorized
to useé a particular title or official designation; unlicensed
persons are not prohibited from working in this field but they
may not use the protexted title.

It should be noted that some laws and regulations in-
clude exceptions that may invalidate compulsory provisions,3

Proficiency and equivalency testing - has been recommended
in many quarters as a means of alleviating the critical shortage
of qualified health manpower, A recent state-of-the-art
study, sponsored by the National Institutes of Health, offered
the following definitions:

Equivalency testing refers to examinations used to equate
nonformal learning with learning achieved in academic courses
or training programs. Such tests may be designed to enable
colleges and universities to grant academic credit for off-
campus learning, The also may be used by employers or certify-
ing bodies to qualify individuals whose non-formal study and
nn-the- job learning is deemed equivalent to that expected from
a formal program, D

Proficiency testing refers to the measurement of an
individual's competency to perform at a certain job level -
a competency made up of knowledge and skills, and related to
the requirements of -the specified job, Such testing is there-
fore not only a measure of the knowledge gained through didactic
instruction but also an assessment of job capabilities.“

With these definitions in mind, we shal! enumerate only a few
of the arguments, pro and con, considered by those active in this
area. However, we must realize that this paper will attempt only
to touch on a few arguments concerning only twe of many issues in-
volved in the overall question of regulatior, of the health professions,
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The tendency in occupational licensing has been to move toward
compulsory licensing acts, thus prohibiting by statute the practice
of the particular occupation to anyone who is not properly licensed,
Medical practice legislation is typical of the compulsory licensing
statute, All states and the District of Columbia have enacted such
restrictive legislation, embodying the principle that no person may
practice the profession of medicine unless he has complied wit
certain conditions and then applied for and received a license.
State regulation of chiropractors, dental hygienists, dentists,
opticians, optometrists, osteopaths, pharmacists, podiatrists and
veterinarians is also mandatory,

In favor of compulsory licensure is the proposition that such
a mechanism creates m ~-status for a profession and its individual
members, Such a move .ereby attempts to define a minimal required
body of knowledge to be acquired by a licensee, thus ‘attempting
legislation of quality, This theoretically allows closer state
controt of the effected profession,

Against compulsory licensure of new allied health professions
is the initial realization that such people still operate under a
physician's liability in most cases, thus they are in the position
of receiving greater professional benefits without taking any added
risks of practice,

A critical factor in additional licensure legisiation is that
such laws limit practic in the area to licensees, even though the
new professions' roles might be amply filled at present by doctors'
office nurses, dental assistants, and non-specialized R.N.'s. Thus,
where one assistant in an office might how be doing everything re-
quired by an M,D. or D.0.,, for example, further licensure miaht
require that several specialists be hired, each performing cne
specific task., Legislation to this effect has been a recent innova-
tion in Califernia, and it is bitterly opposed by physicians ia that
State, This present legislation requires several hundred hours of
classroom education for a nurse to be able to take a simple x-ray.
even though such functions have been responsibly carried out by less
formally trained office nurses for many vears,

| am sure other arguments concerning this issue will come to
mind during the course of the discussion group., Additional view-
points and opinions should be considered, such as the statement
that, "One of the greatest barriers to mobility and career advance-
ment, particulariy for the allied health professions, is the lack
of recognition among the various disciplines of training and
experience in related fields, Technological changes also intensify
problems of recruitmcnt and retention, Recagnition of equivalency
and proficiency would open new avenues of advancement and oppor-
tunities and would shorten the training time requirgd by these in-
dividuals for the more highly skilled professions. "

Concerning the question of State versus National regulation of
professions, arguments become even more heated,
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The classical argument in favor of State regulation of pro-
fessions within its state borders is the Constitutional right of
the State to regulate intrastate activity; thus health professions
are included, So, it is argued that the State must have the pre-
rogative to decide whir van practice a health profession inside the
State., In this way, the State can insure that its interests are
being protected to the greatest extent possible. Coupling this with
‘the almost universal perception of centralized governmental regula-
tory bodies as being inefficient and often virtually unmanageable,
arguments in favor of continued state cont >1 over its professionals
rémains strong,

However, there exists a widening movement to pl.ace licensure
of health professionals under control of national licensure pro-
visions, It is argued that this approach would increase effective-
néss of health care delivery by forcing everyone to adhere to the
same standards of quality, thus offering health care consumers the
samé high quality of care all across the country., Also such national _
li:censure would increase geographic mobility. At the present time, ‘

for example, Florida and Hawaii do not give reciproécity for medical {

I'i:censing by other states, and several additional states are most
stringent in their licensing requirements. National licensing '
would abolish such restrictions, | personally believe this would f

- bé a mistake, but other reasonable minds might differ,

It is argued that even with national  licensure, states should
retain some discretion in granting of licenses to practice, Al-

"though testing and certification that general licensure requirements

have been met could be donée on the nationai level,discretion on the
part of the State would be advisable for determination of such matters
as the applicant's desirability and possession of such knowledge as

is necessary for practice in the particular State, including matters
pertaining to medical jurisprudence, Again, there is disagreement
among the "experts " so disagreement here is reasonable to expect,

The final point to be touched upon is that of internship re-
quirements., Most states today require at least one year of post-

. M.D. study before granting a license to practice medicine. Texas

is one exception, granting license upon completion of medical

school, Several states which have specifically required in their
medical practice acts that this year be a rotating internship have had
to modify or re-interpret these a 3, since many specialty programs

no longer require internship and nce, in fact there will be no

more internships after 1975, Th:.s the new M.D, or D.0. will go directly
into specialty training whether this is really the type of post-
graduate education he requires or not. Even the desirability of this
move is open to debate all through the medical field at present, so

it is no wonder that licensure laws are often unclear on the matter,
With medical schools pressing in many instances toward three-year
curricula, there are some who believe that a license to practice
medicine should not be granted until after completion of two or more
years of postgraduate training, Some have gone so far as to suggest
that no license be granted until completion of a formal residency
training program, There are obviously various arquments for and
against this theory,
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The above has been merely an attempt to stimulate discussion
in the general area of consideration of licensure and regulation
as barriers to health manpower. Only a few health professions
have been mentioned, only a few quotations have been cited, only
a few points concerning each issue have been emphasized. However,
| feel that thisinformation should be sufficient to stimulate
discussion and to hopefully generate enough enthusiasm on the part
of the students involved to have them progess from here, either
reaching decisions here as to desirable projects, or leaving
the conference resolved to delve more deeply into the subject being
able to initially utilize the attached brief bibliography.

Already students are active in some parts of the country con-
cerning these issues. Students are testifying before State medical
society legislative committees, State legislatures, and Congressional
committees., |t would be worthwhilefor someone to uhdertake to
prépare general educational programs on these topics for health
professionals and students. We are the members of the health care
team who will be most vitally affected by legislation and evolving
policy determinations in these areas. It is not too early to begin
educating ourselves, our peers, our faculties, and ultimately, our
lawmakers, as to our views on these matters which will have so profound
an effect on future careers in health care delivery in the United
States, :
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HEALTH TEAM-ALTEhNATIVE PRACTICE MODELS

Andrea H. Kovalesky
University of San Francisco
National Student Nurses' Association

With all the trends towards change today, it is not surprising
that the health team has also been affected, Unlike some other
areas, however, the health team has no choice; it must change. Not
only have the advances in science and technology created such im- .
possible amounts of knowledge for single individuals to attain, but
the health problems themselves have been altered, Where yesterday
doctors were combating infectious diseases, today there are the
results of air pollution and overcrowding, The diabetics and women
in childbirth who were saved with new treatments have now come back
to fill health care centers with their problems of aging. Good
heal th has been demanded as a right by so many citizens that persons
no longer wait until they are ill to seek it; thus, prevention has
become the cry of the consumer. The implications these changes have
for the health science student about to take his place on the team,
and various ways of meeting these changes shall be the focus of this
paper. However, prior to such a discussion it is first necessary
to understand what is meant by 'team', '

A simple definition is that of "a number of persons doing any-
thing conjointly", Its success depends on many factors, First,
since a team is composed of individuals, each member must utilize
to. the greatest extént his or her own capabilities and talents, The
individual's potential must be allowed to be reached through partici-
pation on the team, Secondly, since several to many individuals
form a team, their interactions must also be of the highest quality
for the greatest success, An atmosphere must be established to
promote the exchange of knowledge and ideas in such a way that the
presence of each individual can readily be felt by the other members,
Finally, the communication and co-operation resulting should aptly
meet the needs for which the team was initially intended. For the
health team, this means meeting the patient's needs as wholly as
possible while restoring or maintaining an optimum level of well-be-
ing. When duplication of services occur, or when one member per-
forms a function which detracts from his unique offering to the group,
thus causing inefficient use of his person, the possibilities of the
team's success are decreased.

The physician has long been held as the traditional "head" of

—the health team. However, as implied earlier, the knowledge needed

for -such a position has become immense. In the near future one
person might no longer be able to provide the services now expected
of him, What are the alternatives available, such that the physician
can be used for his special contribution to health while still pro-
viding the safest care for his clients?

14 v
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Within the medical discipline itself one alternative is that of
group practice, Already well established by World War 1|, the ad-
vent of peace released a great number of military physiciahs_to whom
it greatly appealed. |Ideally, group practice refers to six to-ten
physicians who form a cooperatiwe arrangement and are housed in a
single working unit, Patients can be referred to that member who
has best knowledge of a given pathology, or can be maintainhed by one
physician who uses the other members as consultants, This arrange-
ment has also been widely used in dentistry and veterinary medicine,
It allows each individdal to specialize in his own area without the
stress of being responsible for provisions of care made outside his
specialty, For the patient, this model means more complete and
qualified care,

Lately, however, group practice has taken on another dimension,
The "group" has changed from a number of physicians to a number of
various health personnel, A good example of this approach is demon-
strated by the New York Montifiore Medical Group. In the initial
project one hundred and fifty families were randomly selected from
the Health Insurance Plan to receive from a consolidated team the
services a general practitioner would normally provide, Each team
member made an initial assessment of the family's needs, then met
with the other group members to share this information, After this
sharing either one member who could best meet the needs of the family
was selected to do so, or several members would continue providing
care, The 'team operates by dividing responsibility, delineating
individual roles and accepting each other's professional competence.“2

The Montifiore program has produced much more thorough and com-
plete results than a general practitioner.could ever provide, A
reason for this is the delegation of traditional medical functions
to paramedical personnel, Through such delegation the final medical
responsibility, formerly placed so heavily upon the physician, now
becomes a shared responsibility, Also, the physician has not given
up duties which only he could have provided; instead he now has more
time to perform his unique health functions, This transference has,
in the meantime, increased the potential of other health workers'
talént, Finally, since all health workers were placed on salary,
the economic motive which often tends to inhibit transfer of functions
was removed, creating an easier transition,

Another alternative is the better use of personnel who make
specific areas of health their profession, The pharmacist is a good
example, The pharmacist possesses expert knowledge of drug usage, --
knowl edge which is vital to the performance of the physician and other
health workers. The pharmacist is much better equipped than other health
team members to provide consultation on all aspect of drug utilization,
but- too often is not fully utilized in this role,

For those health professions in which reles are defined as re-
latively independent of the physician, such as optometry, pharmacy,
dentistry or veterinary medicine, this delegation of power is not as
important as to those who do rely more heavily on the physician's
role for.defining their own, Because of this, more alternatives can
be seen in the latter as a result of change in the ohysician's role.

Jr—
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For instance, in the introduction of a joint report issued in

1969 it was stated:
The American Nurse Association and the American

Academy of Pediatrics recognize that collaborative

efforts are essential to increase the quality, avail-

ability and accessibility of child health care in the

United States, In order to meet the health care needs

of children, it is essential that the skills inherent

in the nursing and medical professions be utilized more

efficiently in the delivery of child health care,
As a result, graduate nurses are specially trained to perform
physicial examinations and take medical histories of young children,
From standing medical orders the nurse can then take therapeutic
steps in handling her findings. A physician is always available
for consultation, and of course patients requiring his skills and
knowledge are referred to him immédiately,

Faith in the nurse's ability to take on some of the physician's func-
tions was established in ‘a study by the University of Kansas. From a '
local medical clinic, 66 chronic ambulatory patients were evaluated
as being "in a relatively stable phase of their illness", They
were then divided into two equal groups, stratified according to
diagnosis, age, sex and racé, One giroup continued coming to the
clinic and being treated as usual by physiclians., The other group was
seen by clinical nurse specialists who, again from standing medical
orders and daily consultations, worked to meet the patient's needs.
After a year both groups were re-evaluated. None of the patients'
conditions were adversely affected by their participation in the
project. The control group appeared the same as before. However,
those patients seen by the nurses were noted to have more closely
followed their appointment schedules, complained less frequently on
the whole, and made fewer minor complaints to physicians. It was
felt that these changes were brought about because of a nurse's
training in supporting patients, which appears appropriate for
handling the chronically i11, On the other hand, the physician who,
rightly so, concentrates on the biological and technical aspects of
the illnesé could hot provide such support. From the theoretical
viewpoint, thén, this study and the pediatric niurse practitioner
program are excellent examples of how each member can be used to the
fullest potential: the nurse focusing on the unique aspects of her
training, and the physician having more time to use his particular
education. Not only did this yield a more efficient use of time,
but patient cost was alsg decreased and a new approach to the rising
numbet of ambulatory patients was established while maintaining the
heightehed communication rieeded by a good team.

As for the patients attitudes towards the change in role function:
"After a brief transitional period patients were not concerned with
differentiating between a nurse 'playing doctor' and one providing
some new and more scientific type of nursing care. Instead, they
accepted her as a primary source of the kind of care that they wanted
(and needed) at this particular phase of their illness."5 In short,
the goal of the health team had been better met.
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Meeting the patient's needs is a vital area governing the
change in health team models, Because patients are not isolated
beings, the value of seeing and treating them in the context of
family and community has perhaps most “greatly influenced the new

health team models.

More so than in the clinic or hospital setting, community teams
demand a much broader range of interdisciplinary participants., The
reliance on workers from the social services increases, Community
. members are sought to help their own neighbors through formal or

informal participation on the team,

To briefly summarize, the best health team takes an early
inventory of what health problems it will address itself to, examines
the resources it .has wi.thin-itself, and then forms its team in
such a way that the two can yield the most desirous results, Whether
alternative practice models to the traditional approach will be
necessary depends on the decision of each team, But before such a
decision can be made, each member must be aware and understand the
values of the other, and only then can the best choice be made,
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A BRIEF SUMMARY OF INTERDISCIPLINARY
STUDENT HEALTH PROJECTS

Stephen R. Smith
Boston University - School of Medicine
Student American Medical Association

The decade of the nineteen-sixties wasone hallmarked by
social involvement of the United States as a whole and in particular, of
that of its youth, It was a time for re-examination of this nation's
conscience and a redirection in national philosophy and priorities,

The beginnings of this ethical upheaval had its birth in the
civil rights movement of the early sixties, Heeding the call of
President John F, Kennedy, the youth sought to right the wrongs of
previous generations by giving of themselves to the cause of social
justice, Students spearheaded these efforts both with heroic in-
dividual efforts and through organized associations,such as $.N.C.C.
(Student National Coordinating Committee).

It was not until approximately five years later, though, that
health science students also became involved. In 1964, the Medical
Commi ttee for Human Rights (MCHR) was established to provide emer-
gency aid to injured civil rights workers in the South.

During the 1964-65 school year, students from eighteen schools
of medicine, dentistry, and nursing in the Greater Los Angeles-area
founded the Student Medical Conference of Los Angeles. Their purpose
was to provide "leadership through education, community service,
and research.,"

This group was to create the first nationally recognized inter-
disciplinary student health project, In the summer of 1965, thir-
teen SMC students (10 nursing, 2 medical, 1 dental stadent) worked
in five locations in t»e San Joaquin Valley in California providing
health services to the migrant wurker population of the valley,

On April 23, 1965, the Medical Commitiee for Humen Rights was
formalized and consolidated at a meeting in Washington, D.C. Letters
of invitation had been sent to fifteen Eastern medical schools and
forty-five students from Howard, Tufts, Boston University, Harvard,
Albert Einstein, and USC met in caucus and clarified the role of
students in community activities,

This 2roup formed the nucleus of a group that later met in the
fall of 1965 at the University of Chicago Medical School and founded

the Student Health Organization (SHO). This was a loosely organized
interdisciplinary student group which sought to keep member schools
informed of local group activities.
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During the academic year 1965-66, the local groups began to
organi ze e%forts in coomunity health including speaker forums, group
discussions, and planning.for summer activities, The University

cf Southern California acted as the sponsoring agency for the SMC

in obtaining a $204,000 demonstration grant from the Office of
Economic Opportunity for a student project in Community Health Re-
sources for the Poor. '

The summer program provided fellowships for 90 medical, dental,
and social wori. students from forty institutions in eleven states.
The students wuirked in poverty areas in 9 counties throughout Calif-
ornia coordinatingtheir efforts with the agencies in the area., They
provided actual service and learned first hand about the problews in
delivery of health services,

At the conclusion of the project, the students were generally :
enthusiastic and carried this enthusiasm back with them to their own :
schools, In 1967, SHO chapters had sprung up in thirty schools. ;

In the summer of 1967, the .SHO conducted three major projects,
one in New York, Chicago, and California, The projects placed 260
health science students from medicine, nursing, dentistry, social
work, law, osteopathy, medical technology, medical sociology, and
dental technology in these commurities,

In New York the students acted primarily as ''patient advocates',
greeting the patients in the clinics and emergency rooms and trying
to expedi te their passage through the medical mazework. The students
had some impact in the alteration of the design of many clinic operations.

In Chicago the students tried primarily to organize the com-
munities in which they were placed to define their eeds and develop
mechanisms to meet those needs. These wer- not necessarily directly
health-connected but often involved such problems as sanitiation,
urban renewal projects, etc,

The California program essentially expanded upon the program
of the previous year and placed students in urban areas as well as
rural The health students also worked with high school students
in an attempt to interest them in pursuing health careers, .

The third National Assembly of the Student Health Organization
was held in Detroit from February 22-25, 1968, The nature of the
third Assembly was distinctly different from those previous to it,
Over 500 students from 40 states were present, representing a wide
spectrum of opinions and various levels of community health exper-
ience, Though considerable time was spent discussing the summer
programs, a large part of the time was spent debating the political
nature of SHO, what tactics should be employed in creating community
and social change, and the development of a national organization,
There was a growing feeling among many SHO members that community
health projects were not an appropriate mechanism for change for SHO,
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By April of 1968, the tide of student activism began to in-
volve the largest, but heretofore inactive, health student group,
the Student American Medical Association, Its House of Delecgates
and National Convention of 1968 had 800 medical students in
attendance, representing 76 schools. Through resolutions adopted
by its House and through its new dynamic leadership, SAMA became
committed to action in community heal th.

In April of 1968, 10 SHO groups were carrying out local com-
munity health projects and 7 SAMA chapters were involved in com-
munity health activities, 1In that year, the concept of year-
round, locally-funded projects was put into application in Kansas
City. The Conference of Student Professional Organizations in
Kansas City represented fifteen health science schools working
together throughout the year in community service projects,
Similar programs were developed in Detroit, New Orieans, and
Cleveland.

During the summer of 1968, the most -ambitious program ever
to be undertaken through student auspices up to that time was in-
itiated, Through grants amounting to over a million dollars
supplied largely by the Regional Medical Programs to SHO, 400 health
students were placed in communities throughout the country for
ten weeks in the summer, The students were to facilitate the pro-
vision of health science services to the communities and document
the health problems in those communities.

The summer of 1968 was one marked by tremendous strain and
conflict,, The assassination of Martin Luther King and Robert Kennedy
and the devastating riots that rocked this nation.had a profound
effect upon the student projects., Racial confrontation exacerbated
the already precarious provider-consumer relationships in the
communities, Many students found themselves aiigned with militant
political-action groups which sought to change very basic problems
in economics and political power. The complexity and intimate re-
fationship between health problems and the enormous social pro-
blems proved very frustrating to the students,

These feelings of frustration and anxiety led to the growth
of negativism and nihilism among many of the student participants.
At the fourth Annual Assembly of the Student Health Organization
held in Philadelphia in November, 1968, these feelings were expressed
by students as a desire to resign from active community service pro-
grams, It was felt that such programs were not valid approaches

- to the solution of more basic problems, Attention was focused on
the burning political issues of the time and on more revolutionary

tactics in attaining ciiange,

The Fourth Annual SHO Assembly marked the end of the first
era in health student involvement. SHO became a splintered group,
turning to radical analysis of the social structure in the nation
and abdicating its role as a leader in student activism and
participation,
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What the SHO had accomplished was an awakening of the sense
of committment on the part of health students to the commu-‘ities
they were to serve, |t uncovered the underiying sepsis infecting
the Americar health care system and exposed the serious nature of
the sickness in American medical care. W2 were, indesed, in the
midst of & health care crisis. .

1968-69 saw the development of extensive local and natioral
student health projects primarily sponsored by the Student Ameri-
can Medical Association. The basic alterations between the SAMA
projects and the SHO projects involved the goais. Students were
no longer viewed as providers of health care to the communities.

?e of provider, though extremely ego-satisfying, had produced
deleterious effects on the communities in which health programs had
been conducted. Primarily, the students were not fully trained
professionals; thus the care they provided, though sincerely rioti-
vated, was inferior care, This only promulgated the two-class system
of health care. Secondly, the care provided by students was dis-
continuous, lasting only the ten weeks of the summer, The expectations
of the community were raised, only to be dashed with reopening of
the schools in the fall,

The positive aspects of the SHO programs were preserved in the
SAMA program, First, it exposedstudents to the deficiencies inherent
in our present health care delivery system, This realization that all
is not well was something new to many students who had been exposed
only to selected models through their university curricula, Second-
ly, it offered students alternative models of health care delivery
other than those traditionally taught in schools, |t emphasized
the need to be responsive to the real need: of the patient served,
both as an individual and in relation to h, s family arnd community,
It impressed upon students the other important factors involved in
good heal th care; namely, socioeconomic and political factors,
cul tural factors, the importance of preventive health maintanence,
manpower utilization and effic‘ency, and maldistribution of heaith
manpower and resources, Finally, the projects offered the students
the ability to work with students of the other health disciplines as
a health team, enabling them to learn how the other disciplines - Jn-
tribute to the better care of the patient,

The first major project developed with these criteria in mind
was the Appalachian Student Health Project., This health manpower
recruitment program was designed to help correct the problem of mal-
distribution plaguing the Appalachian region, One hundred and twenty
medical, nursin?, dental, and pharmacy students spent r’ne weeks
in the summer of 1969 in the Appalachian states., Rather than pr -
viding services, the students worked directly with professional
preceptors observing the delivery of health care in rural America.

In addition , over half of théir time was spent outside their pre-
ceptor'soffice or hospital, working in the coomunity, observing

the problems of isolated rural areas. Each student worked on a
project of his own related to one observed problem. These prujects

of ten evolved into sophisticated progrims perpetuated by the community
after the students had left, .
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A similar program in which health science students were placed
within Job Corps camps was also initiated. Another program, the
Medical Education and Community Orientation Program (MECO) was
started in lllinois but was restricted to medical students in their
preclinical years based in a conmunity hospital. '

At the same time as these national projects were developing,
local community health projectswere also sprouting up throughout
the country. By the late spring of 1969, there were over 40 local
community health projects, 32 of which were conducted by local Student
American Medical Association chapters, These differed .from the
nattonal projects in that:they were usually narrower in scope,
continued year-round, and were more service-oriented.

On March 14-15, the First National Student Conference on Com-

& munity Hea.th was held in Kansas City, sponsored by the four student
! health associations (Student American Medical Association, National
Student Nurses Association, Student American Dental Association, and
Student American Pharmaceutical Association) and administered by the
Student American Medical Association Standing Committee on Community
i Health, 480 health science students from 114 schools attended the

- conference participating in numerous: workshops on community health
topics. The issues of interdisciplinary approaches and the para-
mount importance of consumer participation were stressed.

In the summer of 1970, the American Indian Health Project com-
plemented the Appalachian program. This provided an additional
dimension of cross-cultural exposure for the students, The Indian
Project was particularly innovative in that the students wecre in-
vited by their respective Indian tribal council and were directly
responsible to these Indian cansumer groups. Additionally, the
students worked with adolescents from the Neighborhood Youth Corps
in interesting them in pursuing health careers,

In the late summer of 1970, the SAMA Standing Committee on
Community Health formed a subcommittee on Local Projects designed to
deal specifically with the increasing number of local community
health projects. The Subcommittee was composed of students from
the disciplines of medicine, nursing, pharmacy, and dentistry. They
developed a set of guidelines which would be utilized by local groups
in developing local projects in a more sophisticated manner. These
stressed the importance of interdisciplinary teams, provision of
services in response to defined and accepted needs, continuity of
care, consumer respresentation, and proper auditing and evaluation
of the projects.- The subcommittee offered-small "seeding grants"
to local groups to develop these projects as demonstration models,
which, if successful, would hopefully receiive additional support
from other sources, Many of these local experimental projects be-
came successful operations, some even expanding into multi-million
dollar comprehensive community health clinics,.

In October, 1970, the Subcommittee on Local Projects conducted
a National Conference on Local Community Health Projects funded through a
grant by the Office of Economic Opportunity, One hundred and twenty
student leaders from nearly fifty local community projects assembled
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together in Kansas City to share experiences, discuss various topics
of interest, and plan strategies to better deal with local projects,
The proceedings of the meeting were collected into a booklet which was
then sent to each local student group interested in developing com-
munity health programs.

The summer of 1971 saw the Appalachian program in its third
year, the Indian project in its second, and a thtrd was added:
the Migrant Worker Student Health Project. The latter proved not as
successful as the first two due to a lack of adequate time to de-
velop the program and properly prepare the communities. However,
much was learned from that experience, and plans fo. the following
year's program were appropriately modified.

A new dimension has been added from the spring of 1971 to the
present signifying the beginning of the. third era in community health.
At a meeting of the National Student Health Project Coordinating
Subcommi ttee in Atlanta in March, it was decided that in order to
have significant impact on the total health manpower development
picture in the areas in which students were working it would be
necessary to involve health science schools and other health pro-
vider agencies and institutions in a much more meaningful manner.
Thus, the goal of student projects would be primarily catalytic,
acting to facilitate a coordinated and cooperative approach to ful-
filling heal th manpower and service needs in a community by the
community residents themselves, health providers, students, and the
agencies and institutions concerned with those matters,

Thus, the National Student Health Project sought to involve
the health science schools in the development and operation of the
programs. An effort was made to persuade rhe schools to grant
academic creditfor the student participants, Involvement with local
agencies such as Regional Medical Program was established to make
the programs locally administered and year-round. Program ob-
jectives included the establishment of local health education centers
in the communities in which the students worked which would then
become the focus of future program development and heal th manpower
programs,

A new program developed by SAMA is the Community Health Orienta-
tion Program for Students (CHOPS) which seeks to establish an inter-
disciplinary educational and servic- experience for students within
a comprehensive community health clinic as a part of their formal
curricula, This is being conducted as a demonstration model for new
curricula in community health through a grant from the Office of
Economic Opportunity. '

Local projects continue to develop through the Subcommittee on
Local Projects which is presently negotiating with a number of
agencies to develop projects within their interest area, such as
the March of Dimes, Squibb Pharmaceutical Company, Sickle Cell
Foundation, etc,
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Other local projects are being developed through the Head Start
program to place health students with local Head Start Councils
and help mothers deal with the health and development needs of their
children,

The Student American Pharmaceutical Association is conducting a
drug education program through local interdisciplinary student groups
who will work with high school students,

In total, at the time of this Health Manpower Conference, ap-
proximately 5,000 to 8,000 health science students are annually
involved in student-initiated community health projects, These
projects represent a wide spectrum of activities, some more ambitious
and sophisticated than others, yet all significantly contributing
to the improvement of health care provided to all Americans,

Though still faced with problems such as relationship with
communities, academic value of the projects, ability to form
functioning health teams, and recruitment of student and professional
manpower, these projects have been able to reorient the health student
to again relate primarily to that which is most important: the care
.of the patient, It will be years before any rigorous evaluation
can possibly be made of the impact of these student efforts on
their future practice as professionals, However, few can doubt that
these projects have exposed the deficiencies of our existing system
and have challenged all those responsible to decisively meet those
responsibilities,
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HEALTH MANPOWER CAUSE CELEBRE 1967 - 1972

Charles E, Payton
University of California - San Francisco
Student American Medical Association

Introduction

‘The National Advisory Commission on Heal th Manpower opened its
report in 1967 with the following approach to United States' “"health
crisis,"" "The crisis, however, is not simply one of numbers., It :
is true that substantially increased numbers of health manpower will
be needed over time. But if additional personnel are employed in
the present manner and within the present patterns and ‘'systems'
of care, they will not avert, or even perhaps alleviate, the crisis.
Unless we improve the system through which health care is provided,
care will continue to become less satisfactory, even though there -
are massive increases in cost and in numbers of health personnel!"

It is appropriate, therefore, that this paper on health manpower
look at the topic in the context of entire health system. To do so,
it is necessary to identify the elements of our health care system
and describe the environmental and political forces which will in-
fluence its evolution.

Though the title and opening reference of this paper mark 1967
as the beginning of a pentad of increasing interest in health manpower,
the Economic Opportunity Act and health legislation of 1965 brought
the first significant changes in our health system in over fifty
years.* From the 1965 legislation sprung OEO neighborhood health
centers and the Medicare-Medicaid programs which extended health ser-
vices to a large number of citizens who were previously disenfranchised,
Through its guidelines for model neighborhood health centers,
the Office o? Economic Opportunity (0EO) sought to create new pctterns
for manpower utilization and provide community employment by train-
ing indigenous personnel in a variety of outreach and primary care
roles. The significant increase in demand for health care brought
about by Titles 18 and 19 (Medicare and Medicaid) generated several
new political and economic forces that have and will continue to
effect the course of manpower development,

Elements of the Health System

(1) The lowest common denominator in the operation of any such system
is financing. Money is certainly a precursor of facilities, trained
providers and even knowledge. Since these subjects warrant individual
consideration, this brief exploration of financing will take a more
general perspective,

*1910, the date of the Flexner Report on Medical Education, is usedfor
comparison because of the improved quality of health care attributed
to the adoption of the Flexnerian model.
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The concept of financing is inseparably linked to the finite
limitation of available rescurces. Unlimited options for the use
of these resources force an individual, or the government, in the
case of a large complex soci#ty, to set priorities, Recently our
government has been severely malighed for the apparent lack of at-
tention it has given to health issues, These criticisms have been
spawned mainly by federal and state limitations placed on expenditures
for direct medical services, Without defending government's position,
it should be pointed out this criticism is only partially valid.
Health professionals must recognize that just as there are alterna-
tive ways of utilizing health manpower for any given level of fi-
nancing, there is also a variety of ways for meeting basic health
needs, Providing the services of health professionals is only one
of these. The United States presently spends approximately seven
per cent (7%) of its gross national product on health care. This is
contrasted with many large countries of similar health standards
which spend only five per cent (5%). The first issue then is not
spending more for direct services but scrutinizing what we are getting
for our money. As Paul Elwood M,D, says in writing about Heal th
Maintenance Organizations, "The U,S. spends enough, but just doesn't
spend it well," The second issue is whether we are spending enough
on complementary social services which promote health rather than
providing care, Appropriate education, rewarding employment, and
high quality housing are examples of servi:ces seldom looked upon as
health matters but which may demand significantly increased portions
of our national resources before the health of Americans can be

reatly improved,

2) Facilities are important from the standpoint that their location
is a signifrcant factor in the distribution of manpower. Also, the
expense of their construction and operation is an option which competes
with manpower training and support as a use of available funds.

It is not surprising that variety and sper,alization in facili-
ties have increased in a pattern similar to that of professional
disciplines. As a consequence, some decisions related to making
heal th care equally available to all users must treat facilities and
personnel as a single package (e.,g, nuclear medicine). In other in-
stances limitations or abundance of facilities will prompt the develop-
ment of new forms of manpower or replace those that are obsolete,

A planned approach to the distribution of facilities first be-
came available nation-wide as a result of the Hill-Harris Amendments
in 1964 and has been continued through subsequent Hill-Burton bills,
The resultant linkages between facilities construction and Compre-
hensive Health Planning (CHP) and Regional Medical Programs (RMP)
must be viewed as influences or even determinants in manpower pl!anning,
(3) Manpower, as this conference reflects, is an issue which offers
a myriad of approaches. |t is indeed a game of numbers, but as the
National Commission pointed out "more of the same'" is no solution to
our health problems. As the employer of nearly one in every fifty
Americans, a major problem in the health industry is equal access to
careers as measured on racial, ethnic or sexual lines., The import-
ance of equal opportunity employment in hea'th goes beyond the in-
terest of the worker; it strongly determines the quantity and character
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of care received by populations underrepresented in health professions.
; As a service which society appears to have decided is a right for

all, either a conscientious professional community or a responsive

government must soon provide a mechanism for distributing manpower

equi tably. Equal vocational and career access seems to be a partial

answer,

The answers to the What, Where, When and How? questions about
manpower are dealt with throughout this paper and should not be
repeated here,

(4) Operational design is the least tangible of all elements which
functionally relates all of them one to another, This intellectual
resource is as much a product of our technologic age as computers

and telecommunications, The challenge is to provide a design for

the system that will enable it to, ag utilize each worker in a role
consistent with his most productive skill and, b) guarantee compre-
hensiveness by training new personnel or broadening the qualifications

of those already available, As we realize the true complexity of

heal th, its promotion, maintenance and restoration, the need for

applying the skills of numerous practitioners becomes more evident,

In order to maximize the quality of health care, linkages of the sort
implied by the team concept will have to forin across disciplines,

between professionals and with consumers, JInfortunately the health

team is a concept treated to date with an unjust preponderance of

words and a paucity of action,

(5) Techno-science in addition to operational methodology has yield-

ed valuable machiner¥ which has aided in the delivery of health ser-
vices, These utensi's have generally expanded manpower productivity

by both speeding the rate at which each handles his necessary in-
formation and widening the scope of services he can competently

provide, Examples (in order) would be the use of computerized data

storage and retrieval and the administration of automated health
histories by allied professionals, It seems &lmost certain that an ;
improvement in quality can also be expected due to the increased, f
rapid sharing of data between practitioners, This would include

the emergency transmission of medical records across great distances,
buidding composite health profiles from the contributions of each
team member, and even peer review,

In areas where manpower tasks have tended to be mechanistic, full
"responsibility" may be turned over to software with a gain in both
competence and efficiency, Such an area could well be the monitoring
of pharmaceutical therapy by computer,

(6) Reimbursement mechanisms for providers and institutions is one
specific variant of the financing element, Some suggested changes in ‘
the present largely fee-for-service system seem to frighten certain
providers to the verge of 'dropping out'" when in fact their expressed .
purpose is to improve the consumer's relationship to the system, {
This aspect of the system should encourage health care recipients to

seek services early, maintain effective contact with the system and
rigorously carry out instructions for self-care, Any ideal mechanism ]
would also remove the responsibility for reimbursement from the f
person or family of one who is ill.
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(7) The acquisition and transmission of knowledge constitutes the
last major element of the health care system, The explosive growth
of the pure sciences over the last two decades has been a major force
in the trend toward specialization., No longer can one practitioner
be all things to all people., Unfortunately it seems that our deficit
in know-how for applying all the knowledge that is available seems

to be increasing. Health care systems that can channel all resources
to the personal and public benefit is one of our most needed areas

of research and experimentation,

Homeostasis and growth of the health system are both acc mplished
through the education of new health profes.ionals. For the eccational
institution to function appropriately it must be a repository o know-
ledge in both the pure and applied sciences, That our universitites
and colleges are lacking in the applied sciences is evident by the
inefficient, irrational role models they present to student professionals,

Two additional points about our ecducational institutions and health
manpower need to be mentioned. As new careers are created based on
the task requirements of the health system, it may become the respon-
sibility of training centers to create and implement appropriate
curricula, Some equivocation about their participation seems just-

i fied because of their inability to date to translate job-descriptions
and task analyses into educational programs. Because educational
institutions are the entry-ways to health careers, they are additionally
important factors in bringing about equal representation of all
segments of the public., This, and certain geographical considera-
tions mentioned later, have significant effe.ts on the distribution

of heal th manpower,

Political Forces .

(1) Public demand for services has increased beyond the 1imits of
fulfillment by the present system, This has occurred because of in-
creased numbers of purchasers seeking care and as a result of the_
average consumer being aware of ever: increasing types of available
services, The inflationary prices, which can be expected in any
market which offers inadequate competition betweer. providers, have
prompted great public displeasure over the diminishing value of its
heal th dollar,

(2) Consumer organizations which participate in the development of
health policy have become a potent force at the local and regional
level, Their concerns about availability, accessibility and accept-
ability have madc these issues to be dealt with in the planning of
all manpower programs.

(3) Third parties-conglomerate intermediaries-have become the
direct payers of a major portion of the nation's health bills, In
order to compete for private subscribers these companies have tried
to install economic ceilings on provider costs. These regulatory
actions have a definite impact on the delivery system and the new
patterns of care that will be evolved,

(4) As the spender and sometimes guardian of public tax dollars,
the federal government is placing more and more attention on’ the
maintenance of health, It will most certainly be joined by the
country's industrial complex in its presumption that early inter-
vention is the least costly form of care measured both in terms of

g:{ect services provided and in the loss of net produttivity due to
illness,
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(5) There has been a general increase in the expected performance
level of health professionals, Irrational insurance codes and a
flood of legal actions predicated on malpractice have tended to make
government actions on licensure and certification very conservative.
Further solidification of professional boundaries can only impede
the development of fluid manpower roles that are capable of respond-
ing to the needs of a dynamic environment in an efficient and com-
prehensive fashion. Until no-fault insurance, designed to give the
consumer just protection, is enacted across the country it seems
unlikely that the health system will benefit from the level of inter-
professional cooperation that is possible,

Environmental Factors

(1) Improved control of infectious disease and elevated nutritiona)l
standards -have brought a change in the type of illness demanding the
most services, Chronic and degenerative dis:ases are more prevalent
today and can be expected to require even larger portions of our
health resources in the future,

(2) Population pressures have adversely affected social stability
and physical health at both the individual and community level,
"Social engineering'" is the recently coined discipline for dealing
with this problem, Overpopulation is already modifying the type

of problem presented to health professionals, As we seek and find
ways of responding to these new needs we will become practitioners

of this new discipline.

(3) Technology has made available numerous new methods for deliver-
ing care, Such factors as transportation and computerized information
have brought about not only new models for delivery (e.q. central-
ization of highly sophisticate' or expensive services) but increased
options for future resource allocation between manpower and '"machine
powe.r.n

(k) Severe contrasts in U,S, demography influence how the health
system deploys its manpower, In order to provide each person with
reasonably equivalent care,rural areas, for example, may have to
utilize generalists more extensively because there is insufficient
population to support a full complement of specialists, The highly
mobile nature of our population also demands a system fluid enough

to keep up with large increases, decreases or changes in nature of

a local community, The basic premise here is that manpower reflects
the unique needs of the community and that these needs are freguently
enough reviewed to keep the health system up-to-date,

Discussion
The manpower issues that have been raised in this paper can be
categorized in the following way:
1) increasing the numbers of practicing health professionals
2) achieving equitable representation of subpopulations (racial,
ethnicetc,) in the professions
3) increasing the efficiency, and thereby economy, of practice
patterns
L) designing manpower systems which provide quality, compre-
hensive ?including promotive and preventive) care
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5) redistributing services to benefit geographically and

economically isolated populations

6) adopting regulatory legislation that protects health care

recipients but is also flexible enough to meet changing
heal th needs
Many events have occurred during the last two years which treat these
manpower issues in the context of the entire health system., Though
most are quite recent, it is the author's opinion that most owe their
genesis to the 1967 Report of the National Advis ry Commission on
Heal th Manpower and the analysis, experimentation and public dis-
cussion during the ensuing years, By looking rnow at some specific
examples of these actions it may be possible to , “edict the future
of health manpower, '

Most recently, the Presicent's budget request for 1972-73 gives
an indication of how financial incentives will be used to stimulate
new modes of health care, A 533 million dollar request for manpower
programs in the area of education and demonsiration projects shows
a high priority compared with other developmental spending. Mr.
Nixon has asked that monies for educational facilities construction
be cut from the budget for 1973. Analysis o! these economic facts

- suggests that the administration's strategy will be to increasc the

efficiency of our educational system as a method of producing great-
er numbers of professionals. The President's request also seeks

more funds to bring economically disadvantaged people into the health
fields. Other line items which reflect new or increased government
interest include 149 million dollars for family planning, research
and services, 15 million dollars for sickle cell programs and 247
million dollars for maternal and child health,

The Health Maintenance Organization concept, first proposed in
Section 239 of the Social Security Amendments of 1969 (H.R., 17550) will
receive direct support for the first time under the proposed Presi-
dential budget. |t is expected that 36 million dollars will be dis-
tributed amongst approximately 348 potential HMO sponsors. The
possible enrollment under the programs receiving this funding would
be 10.4 million subscribers. The HMO guideiines embrace a wide
variety of administrative mechanisms all intended to stimulate more
preventive health care and improve linkages between all segments of
the delivery system, As pointed out earlier, the government's pur-
pose for promoting early intervention is purely a doliars and cents
matter of obtaining equal or better health levels without as much
expensive curative and rehabilitative care, Whether it be through an
expanded group prac.ice such as Kaiser Foundation-Permanente Medical
or through financial actuaries such as the San Joaquin Foundation,
HMO's will bring the full expanse of necessary services (from pharm-
aceuticals to hospital care to home nursing) under a single adminis-
trative unbrella financed on a prepaid basis. It is apparent that
HMO's will address certain manpower issues (numbers three and four
on the list) but the concept offers no solution to the maldistribu-
tion of resources nor does it present a means for delivering care to
those who can not afford membership. If HMO's are to ever serve rural
and dispersed populations it seems they will have been given an in-
centive, probably economic, for establishing new facilities and
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recruiting or training personnel, At least two major questions
stand in the way of rapid development. One, why should successful
providers undertake the burden of restructuring their operations

to create or join an HMO? Two, in the absence of public financing,
for HMO "start up' costs, will the proprietary sector be the lone
adventurer in this field and if so will further corporate profit be
an accepted influence in the health industry,

Until 1971 the federal appropriations for health professions
education came under the title of '"Health Professions Education
Assistance Act,'" A House and Senate Conference Committee changed
that to the '"Comprehensive Health Manpower Training Act of 1971, "
Coming as amendments to Title VIl of the Public Health Service Act
this bill shows Congress' strategy on hea!th manpower to be similar
_to the administration’s, This bill offers schools bonuses for student
retention by giving larger capitation grants for each student in
his year of graduation and includds incentives for increasing first
year class size, |t also authorizes more support than ever before to
new schools in their “start-up'" phase and institutions in financial
distress.

There are four notable sections of the Manpower Training Act
which relate directly to needed changes in the health delivery
system, Though these are minor portions of the bill carrying very
little of the authorized funding, they are significant indicators
of what to expect in the future,

To qualify for capitation grants to meet educational costs
(Section 770), any school not having received money during the 1971-
72 fiscal year will have to carry out projects in any three of nine
possible areas., These include:

A) Projects to effect significant improvements in curriculum

B) Projects to establish cooperative interdisciplinary training

C) Projects to train for new roles, types or levels of health

personnel

D) PrOJects to make innovative modifications of existing pro-

grams in education of health professions (e.g. courses on
organization and financing of health care )

E) Projects to assist in significantly increasing the supply

of personnel

F) Projects to establish increased emphasis on clinical pharma-

cology, drug abuse and nutritution

G) Projects to provide at schools of pharmacy increasecd emphasis

on clinical pharmacy

H) Projects to increase admission and retention of socioeconomi-

cally disadvantaged
1) Projects to train and educate primary health professionals
particularly in family medicine
Over half of these initiatives deal directly with imprec-ing the num-
ber, nature or distribution of providers.

A special section of the legislation is entitled "Health Manpower
Education In'tlatlve Awards (sect. 774)". This carries the stated
purpose of improving the distribution, supply, quality, utilization
and efficiency of health personnel and the health delivery system,

It authorizes grants or contracts to public or nonprofit private
health or education entities for projects in the following categories:
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A) Redistribution of manpower by area or specialty to favor

areas designated as having shortages

B) Improving efficiency of personnel utilization

C) Evolving better patterns of training and education

D) Achieving more effective organization and delivery of health

" services through the use of the team approach
E) Fostering geographic organizational arrangements serving
the general purpose of Section 774

F) Providing health professions education to individuals who

it is '"reasonable to assume'" will practice in areas having
manpower shortages,

The last new category of institutional support is devoted to
training in family medicine (Section 767). One hundred million
dollars was authorized be be spent over a three year period to sup-

D port programs and give financial .aid through traineeships and fellow-
ships to those in the programs,

The Physician Shortage Area Scholarship Program (Sect. 784)

seeks to improve the medical care of persons in two categories., These
are residents of areas having a physician shortage and migratory
agricul tural workers and their families, The scholarships have a
maximum award of 5,000 dollars per academic year per medical student,
In return for this educational support the student agrees to engage
in primary care in an area prescribed by the Secretary of HEW as
fitting either of the categories described above. One year of such
practice is required in exchange for each year of scholarship support,

—

In a move unrelated to the Manpower Act, the Regional Medical
Program Services may soon be supporting a new conceptin education
designed to improve the geographical distribution of personnel, The
concept, which is called Area Health Education Centers (AHEC's) and
was the only near revelationary product of the Carnegie Commission's
report on Higher Education and the Nation's Health, seeks to de-
centralize the education and training process, In contrast to the’
Carnegie Commission, the RMPS sees AHEC's as '"independent .community
based consortia or providers of health services and providers of
education and training." |t has been found -that there is a correla-
tion between the site of education and a health practitioner's even-
tual location of residence, For the medical profession this cor-
relation is with his or her location of postgraduate specialty ed-
ucation, AHEC's will be established in conjuction with health pro-
viders in areas typically demanding additional manpower. They will
not, however, be just mini medical centers because they will be
encouraged to relate their manpower programs to the service needs of
the surrounding population, Linkages with area-wide heal th planning
agencies should make possible this translation of health service
priorities into manpower needs, Such an approach might, for example,
cause some AHEC's to concentrate on the training and upgrading of
allied personnel whereas other's activities will reflect 8 need for
more professionals such as ghysicians and dentists,

By having academic programs more widely available the needs for
continuing education can be more adequately served., Though the
group practice model can improve the quality of health care by pro-
moting peer review and peer education, the resources of AHEC's will
be a useful and necessary adjunct,
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A third potential for AHEC's seems to have been overlooked
by most planners., The regionalization of health services as des-
cribed by Weinerman and others assigns medical centers the respon-
sibility for highly specialized tertiary care. These are the medical
centers which presently educate most of our professional manpower,
The guidelines which RMPS may adopt call for AHEC's to be developed
in cooperation with already existing health care programs. If area
health planning efforts indicate a specific need for tertiary care
it may be necessary to develop an AHEC in conjunction with a new
referral center, This center would then engage in training but
still on a scale more limited than those institutionscalled “medical
centers,' and thereby meet the area's need for specialty manpower,

Through the Emergency Health Personnel Act of 1970 (P.L. 91-623)
Congress amended the Piiblic Heal th Service Act to create the National
Health Service Corp (NHSC). The short range goal of the NHSC is to
bring needed health care to areas which can certify a manpower short-
age. The mechanism provided by this legislation is assignment of
two vear commissioned officers or civil service employees to such
.areas, The one potential hitch in this scheme is the necessity of
getting acceptance from local professional groups who have in some
cases been unwilling to admit that their membership is unequal to
the task of meeting all of the population's .health needs. In gaining
adoption of the Emergency Health Personnel Act it was argued that
a long term benefit would be the permanent redistribution of manpower
to areas where they served their brief two year experiences. The
administrative staff of the NHSC is also attempting to identify more
efficient manpower utilization patterns by using a health team approach
in making their personnel placements, Though it is too soon to tell,
it is hoped that both of these long range goals will be realized.

The National Health Insurance plans alluded to earlier as
financing mechanisms have a direct effect only on the relationship
between consumers and the health system. By providing universal
coverage through any mechanism at least 20 million additional people
would be given access to what is euphemistically called "mainstream
medicine." Insurance that provides complete coverage with reference
to both expenses incurred and the nature of services rendered would
also encourage increased use of health services by those who are
already consumers. |Increased use by this population is certainly
warranted but not in the area of professional services which Medicare
and Medicaid have proven to be the present bottleneck in our system.
Two pragmatic constraints dictate reorganization for efficiency and
comprehensiveness, First, to create the supply of providers suffi-
cient to extend the present system to all potential users would require
a lag period of at least a decade. This time would be required not
simply to build educational facilities, for this investment is probably
not necessary, but to graduate enough classes that have increased
enrolIlment, Second, expansion of the present system would increase
the nation's expenditure for direct health services by ten to twenty
per cent (based on a per capita calculation of cost). This is a
figure the public probably would not, and definitely should not
tolerate.
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The only Natio ' Health lnsurance propnsal which would devote
any vesources to the i1nner functioning of the system itself is the
Health Security Act sponsored by Senator Edward M, Kennedy. His
bill includes a Resources Development Fund which uses 5/ of the trust
fund for programs ''to improve the health system, especially in
areas like manpower ar- innovative services and facilities.” The
trust fund would be like that of the Social Securities Administra-
tion which is the recipient of all social security taxes and payer
of all benefits,

Conclusion
ystems analysis is a discipline recently proposed as a method

of confronting the problems of our health system and manpower planning,
The first step in the "systems approach! is identification of the
problems to be solved and articulation of objectives that would
bring about such a resolution. Those who state the crisis we face
in terms of the delivery of service err as a result of a narrow
perspective., Our crisis is health! The investment of 7% of the GNP
is ineffective if the equally needed resources for housing, education,
economic and- social equality are not provided,

Systems analysis was introduced only in part to get the reader to
recognize that an improper statement of the problem jeopardizes
the success of any attempted solutions, It is also presented because
Witbur Hoff Dr, P ,H, has offered a methodology for its application
to health manpower planning. He makes an appropriately broad state-
ment of the problem in S$tep One and then follows one of many avail-
able courses by advancing to manpower issues in Step Two.

Step One Determine what must get done to the people or to
“the environment for optimum survival,.
Step Two Identify what workers have to do (tasks)

Step Three Analyze tasks in functional terms in order to yield:
Performance standards

) Workers functions dealing with data, people, objects
) General education development (GED) as the minimal
preparation for any workers entering training

) Worker instructions

) Training required (beyond 4ED) to acquire specific
job-related -skills, attitudes, etc.

re) structure the tasks into (new) carecer ladders.

-~~~ mo O
~

Step Four

From step one simiiar progressions could deal with the relationship
of the political system or education of the public for self care.
The issue of the political system is one that must be confronted
simul taneously because it controls - needed resources and confers
legi timacy.

This sample outline is presented so that the reader who has reach-
ed his own definitiono€f the prculen can work toward a possible solution,
It is probable that the reader's answers will be similar to those cover-
ed in the Discussion section. But, it is also likely that the actions
taken by government, the foundations, health science schools and the
professional community will appear very imcomplete!
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HEALTH PROFESSIONS MOBILITY

Stephen W. Schondelmeyer
University of Missouri - School of Pharmacy
Student American Pharmaceutical Association

Career. mobility can be likened unto Mark Twain's obervations
.about the weather, wmuch talked about, little done about,

What is talked about? Career ladders, vertical mobility, hori-
zontal mobility, and lattices are all concepts mentioned,

A visual concept of the 'ladder' is obvious in some health pro-
fessions, For example, in nursing it extends from nurse aide, to
practical nurse, to associated degree or diploma, to baccalaureate
degree, to masters degree, etc., This concept of a ladder, also
referred to as vertical mobility, allows for an individual in-a
given profession to upgrade the level of his educational and task-
oriented capabilities according to his motivation, performance,
and level of achievement,

By adding a second level of mobility, horizontal, our concept
becomes one of a lattice or more tangibly, a checkertoard on which
the player can move vertically (up the ladder), horizontally (to
another profession at an equivalent level), or diagonally (to a
new profession on a higher level),

One author went so far as to compare mcbility to a 'jungle gym"
allowing for various modes of entry, transfer, and ascendance into
the health professions.?2

Why consider mobility? How does it relate to health manpower?
We are constantly hearing of health manpower shortages to be filled
by increased utilization of allied health personnel with specialized
tec.'nical skills., Leaders in education and professional practice
have realized that most, if not all of these allied health professions
lead to dead ends or terminal positions where one becomes locked into
the system. The only alternative for betterment is to start again,
at the bottom. Road blocks to career mobility can tie up resources
invested through education and training in these individuals as well
as stifle their personal motivation and initiative to perform at the
highest level of servicewithin their competency.

How does career morbidity become career mobility? This requires
a coordination and collaboration of education, training, licensure,
and practice on a regional as well as national basis. The remainder
of this paper will be concerned with roles of education ard training,

roles of licensure and practice, and mechanisms for coordination of
career mobility efforts,
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Roles of Education and Training

Barriers are created as a result of values, attitudes and belie -
of the public, health professionals, educators, and administrators,
These may result in partial or complete blocks to entry into health
manpower categories or to mobility within them,

One of the traditional barriers in all of education is the utili-
zation of grades as the sole criteria for admissions. This problem
is being overcome in most junior and community colleges, but still
exists in most four year colleges and in virtually all levels of
graduate study. The latter programs, as a result, are still having
a hard time in finding disadvantaged students who can meet their
entrance requirements, A concern for lowering of standards may be
questioned here, but often minority students, when admitted on such
criteriaas commitment to community service, initiative and motivation,
can with a minimum of additional help compete equally with their
scholastically admitted colleagues,

Similar problems exist in admission of rurally oriented students,
women, and older people. Admission requirements for the various health
science programs must be adapted to facilitate entrance of members
from each of these under-represented groups,

After entrcce into the health field, one also encounters barriers
to -attempts at vertical and horizontal mobility. To conserve health
resources,the sarious levels of health programs must begin giving "
credit for abilities already possessed by individuals seeking admis-
sion, Experience through previous education or job experiences may
have already developed certain competency levels in an individual,
therefore wasting time and resources when requiring that indiwvidual
to repeat werk, For ease in mobility and maximum heal th manpower -
output, educational programs must develop and use equivalency exams
and other means for granting credit at the college level in order to
prevent duplication of work by students,

The concept of continuousprogress education will aid in mobility,
Cften extensive lock-step curricula for professional health programs
will frighten away capable and qualified students, egpecially the
minorities and underprivileged., These students are disenchanted by
the length and rigidity of programs for financial reasons or by the
apparent difficulty for schoi.stic reasons, This is 'where continuous
progress education can aid in career mobility. From entry level to
the top of the ladder in a given profession, the educational sequence
should be structured so as to allow a student to exit at his level
of competency or satisfaction or to allow him to work at one level
dong enough to financially complete his ascent., This student should
be able to re-enter at the same level from which he exited without
penalty for having done so, This is not to say that the education
should be so structured that all technicians, for instance, were
previously trained as aides. but that all aides with the capacity
for functioning at the technician level should have the opportunity to
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ascend to that level. Educational structure would then be such that

the student who knows his capabilities and goals can enter and

ascend directly to the level he desires, while the student not yet

certain of what level he is capable of attaining can begin and progress

through each level of that profession at his own capacity without loss

of previous credit and training until he reaches his level of com- ‘
petency or satisfaction,

Another major step in the development of career mobility will be
the establishment of core curricula at all levels in the educational
process, The development of a common educational base for allied
health personnel would seem to encourage increased vertical and
horizontal mobility by offering alternatives that previously would
have required re-entry at lower levels or even at the bottom. Just
as importantly, if the health care teams of the future are to be
effective, members of these teams will have to be trained together
sometime in the course of their educational experiences. Such train-
ing should occur early enough, perhaps, in the careers of each to
stifle prejudice and foster an appreciation of and-respect for each
others roles.3 Also this commonality of educational experience can
be extended to a sharingof faculties, facilities, and financial
resources. Students of varigus disciplines taking the same courses
at the same time could be taught by one professor and by staggering
labs could increase utilization of such facilities, therefore conserv-
ing educational resources. )

Most programs in health fields today are using clinical experiences
or on the job training as a part of the educational process, This
practical experience is valid and very useful as an educational tool,
but caution must be used in these programs. Always relating this
experiesce back to some form of college or academic credit will avoid
needless frustration due to lack of acceptance of such experiences
when attempting vertical or horizontal mobility.

A balance of educational preparation with on the job training
experiences must be achieved to produce the highest quality of health
personnel available, The following example points out the dissatis-
factions and frustrations of an imbalance in education and training:
"A student who has achieved well in all of his general education,
professional skills courses, and in his clinical training arrives on
the scene for services, What happens? He has been taught how to
accept responsiblity, how to plan his laboratory time or treatment
program -- and what does he find? Too often he is in a position
where his job seems only related to how well he takes orders and
performs mechanical technical skills. His educational experience has
prepared him for assuming a role on the health care team that he
doesn't get to assume; what disenchants him even more is that not
only do other members of the team appear unwilling to accept his
potential for a high level of performance, but to his dismay he finds
that members of his own profession have learned to accept such a
subordinate role,
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On the other hand nothing can be more detrimental to vocational
morale than for an individual to be given a task or reﬁponsibility
for which he has received too little formal training."

Roles of Licensure and Practice

A major obstacle to increased career mobility comes from pro-
fessional organizations that place a premium on selectivity and
high standards required for membership. Licensure, certification,
and accreditation are thus viewed in some quarters as symptomatic --
in the context of career mobility -- of the professionalism that
has become a primary value in health occupations,. almost preempting
such valugs as practitioner's skills and competence in job per-
formance. when a certified lab assistant with seven years of
competent service is required to take a full year of elementary
bacteriology, the criteria for credentialing health professionals is
obviously inappropriate, As Light states, “Surely there must be
ways in addition to formal education and the acquisition of a piece
of paper to prove the value and competence of a person on the job."

In 1969, California made a move in this direction by recognizing
the training of medical corpsmen’ seeking to become registered nurses,
recognizing equivalent education or experience of candidates for vo-
cational nursing, and allowance of some credit for vocational nurse
training to facilitate upward mobility to the level of registered
nursing, To better facilitate career mobility, states and licensing
bodies must begin to recognize that the learning of skills and
competency can occur in settings other than that of formal education,

One means of evaluating these acquired skills is proficiency
testing, which refers to a measurement of an individual's competency -
to perform at a certain job level -- a competency made up of knowledge
and skills, and related to the specified job. Such testings is
therefore, not only a measurement of the knowledge gained through
didactic instruction, but also an assessment of job capabilities.

Related very closely to the concepts of career mobility and pro-
ficiency testing is the increasing interest in task analysis that
utilizes techniques for identifying and classifying jobs. "The es-
sential elements of task analysis are to: (a) identify each task,

(b) indicate the skill involved, (c) state the purpose of the task,

and (d) indicate the knowledge necessary to perform that task, The

Department of Health, Education, and Welfare is currently sponsoring

a number of projects dealing with task analysis that are designed to

facilitate the-upgrading of certain categories of heal th personnel .

Data obtained from task analysis can be used to: (1) evaluate the-

adequacy of an existing curriculum, (2) establish a new curriculum,

(3) restructure jobs in order to make opportunties a-3ilable at other

levels, (4) determine pay scales, and (5) determine ° hiring require-

ments are realistic. Job analysis in the health fie.d is recogni zed
as an important factor in determining the redistribution of duties,

N functions, and responsiblities to effect an improvement in the health
care' delivery system, However, the method for accomplishing job
analysis in a serviceoriented rather than produc¢. oriented, industry is

still in the experimental stade."/
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On the level of the practitioners, associations, and agencies,
barriers must be broken down if career mobility is to become a
reality. The allied health professionals must begin to-consider
their relationships to each other by first relating themselves to
present systems of health care delivery and ultimately to the patient.
After this has been accomplished, indifferences and suspicion of

intent will be turned tg similarities of background, education and
patient care functions, This new outlook of cooperation among the
health professions will facilitate each of the other concepts in

developing mobility, i.e. core curricula, on the job training,
equivalency and proficiency testing, etc,

Mechanisms for Coordination of Career Mobility Efforts

Implied within the concept of mobility is a system of standards
for education, licensure, the practice that is transferable through-
out the entire nation, hence geographical mobility as well as career
mobility,

Nationally there exists marked overlap of activities, duplication
of efforts, and fragmentation of programs in allijed heaith training
and manpower development activities. There is confusion not only as
.to a commonly accepted definition of allied heal th manpower; but,
also, as to curricula, licensure or certification, and a rational
basis for determining functional roles of the various categories
of the allied health personnel, Because of this state of affairs in
allied health training and manpower development, vertical, horizontal,
and geographical mobility become difficult, if not impossible, for
a large number of allied health personnel, ‘

In view of the multiplicity of training and educational institu-
tions, health care agencies, professional associations, accrediting
bodies, and government agencies involved in allied health training,
university based regional centers must be developed to subserve a
very broad functional role in these areas. The roles and respon-
sibilities of these regional centers in allied health training should
include providing leadership in educational programs, providing tech-
nical assistance to other training institutions, and working in a
col laborative manner with aél training institutions or agencies,
ina.complimentary fashion. In order to make such regionally based
programs compatible on the national level,studies such as the one
proposed by Senator James B, Pearson of Kansas should be carried out.
The study referred to is Senate Bill 1354 introduced March 24, 1971,
The title is '"Model State Code' and the bill is an amendmen*t to the
Public Health Service Act, The purpose of this amendment is:

"(1) to expand the role of thesallied health professiors in meeting
the health care needs of the Nation; and

(2) more effectively to utilize the services of individuals
engaged in such professions;-the’ Secretary shall prepare, and distribute
to the States, a model code on licensure and certification of persons
engaged in the allied health professions, .
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The model shall:

(a) define the various occupations and specialties in the
allied health professions; :

(b) set forth educational and other qualifications (training
on the job) required for licensure or certification in each of such
occupations and specialties;

(c) describe the duties and responsiblities of each such oc-
cupations and specialties and specify the type of supervision
(i f any)laequired in the performance of such duties and responsibi-
lities,"

As stated by Perry, "One avenue is certain: action is required,*l!
In order to make career mobility a visible and accepted part of
meeting our health manpower needs, each of the points in this article
must be acted upon and ultimately coordinated by programs such as
the regionally based university centers and the model state codes,
Making realities of these concepts is the responsibility of practic-
ing professionals, educators, and students,
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TECHNOLOGIC CHANGE AND MEDI CINE

Clement McDonald, MD
Regenstrief Institute For Health Care
Indianapolis, Indiana

New technology produces change., The entire social and
economic fabric of a nation was changed by the invention of the
automobile, The direction and degree of such change have generally
escaped prediction, Witness the turn of the century observer who
cheered the advent of motor vehicles because they would soon end
the terrible noise and odor of horse-filled streets,

| do not pretend to be better able to predict the future results
of medical technologv, Rather, | hope to point out the circuitous
path that a technologic innovation may follow to its ultimate results,
In addition, | will describe in some detail the technologic innovations
now changing the face of medicine and those that lay on the horizon”~
with particular reference to their impact on manpower needs.

One can view medicine as a fairly well defined subsystem within
the larger social system of the nation state, Technologic changes
within medicine have effects which-interact variously with the sub-
system, the entire system or both, 1In particular most medical
innovations will have three levels of effects, The first of these
are the planned biologic effects or purpose of the innovation, As
an example, consider Thalidomide, The drug was developed to serve
as a tranquilizer for pregnant women, At the second level are those
biolegic or physical effects which were not planned and only appear
at the leisurely pace of biology, i.e. the malformed |imbs of
thalidomide babies. The thiro level contains the social effects, the
social response to the biologic effects, In the case of our example,
public nutcry and the creation of a stronger FDA -- which in turn has
impact on the very technologic system ‘hich spawned it. From this
point the chain of effécts continues: 1rug development is impeded
or the cost of drugs gues up reducing their accessability to perhaps
“he opposite: more useful drugs uncovered by careful attention

> animal! experiments,

Thus,we find ourselves less and less able to predict the ultimate
consequences of an innovation the further we get from its inception,
One could not even guess the ultimate consequence of a longevity
pill: a society of the very old who eventaully die out because
they slip beyond their reproductive years or perhaps the opposite:
the ultimate population crush,

sl
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Let us look at the effects of technology on medical manpower ,
New technology may increase manpower needs in two ways: (1) by,
generating new job slots for those who are to operate and maintain
the machinery of ti:: new technolgy, i.e. external respirators spawned
the respiratorycare technician and (2) by increasing consumption
of products (or services) as a result of increased quality, better
availability or decreased prices -made possible by the introductionr
of new technology. Today whole batteries of chemistry tests are ordered
as routine admission procedures because of their low cost, and
blood counts are ordered much more frequently because the new cout-
ing machines provide the results in a matter of seconds.

Forces also work in the opposite direction to reduce manpower
needs, First, new technology often allows fewer people to produce
more, A single technician with an automatic cell counter can do.the
work of ten using microscopes and pipettes. Second, positions are
eliminated. Convenience food distributors have eliminated the dietary
kitchen in some hospitals, Pre-cooked frozen meals are deljvered
to the hospital daily at a cost which the hospital often can't match,

A Look at the Technology of Medicine

Medical technology can be divided into two broad categories,
The first we will call diagnostic and the second therapeutic technology.
Computer technology, which we discuss separately, applies to both,
We look at them in the order stated,

Diagnostic technology can be further divided into that which
involves the creation of images -- diagnostic radiology, radioiso-
tope scanning, ultra sound scanning -- and into that which involves
the identification or quantification of a molecular, serologic,
microbial ‘or tissue species -- including the traditional departments
of clinical chemistry, serology, hematology, and microbiology.

The major advances in radiology have beenin the technology of
contrast studies. Such sti'dies provide x-ray visualization of
bodily structures by filling them with contrast media, i.e, iodinated
dye or air. Examples abound: Cerebral sulci and ventricles all
clearly outlined by insufflated air, the chambers of the heart se-
quentially lighting up as radio-opaque dye makes jts passage from
the venous to the arterial side, the digestive system solidly
opacified by ingested barium, Tie advances have been made possible
by the development of image intensifiers, improved photographic
enitl sions and x-ray sensitive phosphors without which the dose of
radiation and dye for most contrast studies would be prohibitive,

Radioisotope scanning provides still another method of imaging
body parts. The great potential of such scanning is based on two
simple facts, 1) ?or every organ there is a biologically active
material which seeks out that organ exclusively; 2) almost any com-
pound can be tagged with a radio-active emitter. When the appro-
priate tagged compound is injected, the target organ is visualized
by means of a scanning scintillater counter, However, despite the
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theoretic simplicity of such a scheme its application has been 1imited
to the thyroid gland until very recently, The thyroid was an easy
mark because of if? ability to highly concentrate a safe and avail-
able isotope (1131) and because it is a readily accessible surface
organ, The development of much more sensitive scintillation tubes
and special isotopes were required to bring the field to its present
day flowering., At present very useful but unstable isotopes can be
generated on site from their more stable but less useful forebearers,
Brain, lung, liver and heart scans have become routine hospital -
studies -- they provide a non-invasive means of detecting tumors

of the brain, embolic blood clots in the lung and fluid accumulations
around the heart, respectively, On the horizon is an every broad-
ening field of target organs and isotopes, The speed of scanning

is now such that dynamic studies are practical, __In particular, one
can study the flow of cerebral spinal fluid—thHrough the cerebral
ventricles and of air through the bronchial trees,

Ultra sound (sonar) imaging techniques have not made the impact
predicted five years.-ago, Such techniques are based on reflective
nature of organ interfaces to sound waves and possess three wonderous
assets: 1) The ability to provide images of soft tissue organs; 2)
The potential for three dimensional visualization; 3? No tissue
damaging effects in contrast to radiation, Sadly, Nirvana has not
arrived nor has ultra sound fulfilled its promise, There have been
two main technical problems: The echo from the skin surface dominates
and obscures the internal echoes being sought. There are intrinsic
resolution problems with the relatively long wave lengths of the
present sound generators, However, there is hope, particularly from
developments in the study of surface waves and optical holography.
The meager successes include the visualization of the fetal head
position ~- but a very rough image indeed, determination of the posi-
tion of the brain's midline and characterization of mitral valve
movement,, The latter two applications, however, yield a graphical
pattern rather than a true image, One additional application’of
ultra sound has great promise because of its simplicity and the
common plague to which it has been applied, that of deep vein throm-
bosis of the leg. -A sonar wave is bounced off the deep vein of the
calf while a tournequette squeezes the leg to produce blood flow.

The amount of flow in the vein is measured by the doppler effect

on the sonar echo, Decreased flow implies an occluded vein, In at
least one study the accuracy of this simple bed-side method was quite
good,

For the non pictorial diajnostic services automation of existing
measurements has been much more important than the developmert of
new measurements. The clinical ghemistry and hematology depariments
have carried automation the farthest, It all began with the develop-
ment of continuous flow analytic devices about twenty years ago. Such
devices operate like an assembly line. The consist of an iater-
connected network of glass and plastic tubing along the length of
which travel samples of serum separated by segments of diluent, At
each of a series of stations the sample is mixed with reagent., The
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; final station is a reader - ~ colorimeter, which quantita-

! tes a serum constituent acc. . : 2 color yen:zrated by the
previously added reagents, :cent development has been that
of the multichannel @nalyz. ic. consists of interconnected groups

————

of analytic machin2s, Drasci. cost reductions have resulted since
twelve channel machines require nc more manpower than the old single

channel device. Sixteen dollars : an average price for a battery
f of twelve tests, though some ma. 4° Vabs charge as little as

six dollars., Such prices compar sixty to eighty dollars for

. the same tests done singly. A Swec. ompany builds a twenty-four
¢ ; channel instrument which will process 120 samples per hour -- a

* total of 2880 test results in 2n hour, An Oregon based laboratory
sells this battery for around eight dollars, A British firm is
marketing a similar high capacity machine for only half the price,
Obviously the trend will continue toward higher volume and lower

§ priced tests,

Entirely new technologies are also being applied to automatic
chemical analysis, The most promising has evolved from the AEC's
interest in centrifuges, Centrifugal force, rather than pumps or
pipettes moves and mixes specimen and reagent, Clever desi'gn of
centrifuge heads has also allowed for filtering, dialyzing, ard
sedimenting the specimen, . Trinsparent chambers line the periphery
of the centrifuge head where a fixed colorimeter or spectrophotometer

akes its measurements as these chambers spin by, Commercial models
are available but require more development to reach their full
potential. Such devices have great promise however, because of their
very high speed and their potential for multichannel development,

In hematology, a 35,(00 dollar device drinks an unpr .:3red
specimen of whole blood., Twenty seconds later it print¢ tne white
count, the red count, hemoglobin, hematocrit and red cel ndices,
Each of the measurementsis done in triplicate with a voting circuit
wnich discards a value if it does not agree with the other two, The
economics of such a machine are obvious, [If kept busy around the
clock such a machine could do blcod counts for nickels, In practice
comnerical labs charge a few dollars, but this compares with fifteen
to twenty dollar charges when manual methods were used, There are
machines for automatically differentiating between and counting the
common species of white cells and for automatically determining the
prothomhin and partial thromboplastin times. The most clever of
these latter machines makes use of a powdered magnetically active ircn
compound to achieve extraordinarily precise endpoints, The pow-
dered material is dispersed in a drop of plasma situatci or. a strip
of ciear plastic. A magnet spins beneath where a photosensor awaits
the passage of a light beam, blocked by the translucent slurry,
Clotting is initiatad by a dropof calcium solution and the timer
is started, Fibrinogen is a long molecule along which the magnetic
particles align themselves, The fibrinogen molecules are thu. acted
upon by the spimning magnet -- and they too spin in harmony. These ™
diverishes polymerize very rapidly as a result of th.ir mad waltzing
through the serum, Theii movement traps all of the remaining magnetic
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particles, forming a tight knot of fibrin and iron compound. The
light beam passes through the now clear serum, registers on the photo
cell ~elow, and thereby marks the endpoint of the clotting process,

As is obvious these machines have reduced. the manpower needs of
the clinical laboratories, However, they have not dramatically
influenced total laboratory staffing nor have they yet exerted
their full _influence on manpowei needs and costs. The
reasons for their minimal effect on laboratory staffing are many
fold. The labor force freed by the new technology has been used to
provide- additional services or to undertake developmental work,

But most |mportant is the fact that in most hospital labs .a dis-
parity.éxists between the capacity of these machunes and the available
work load., JThey are largely under-utilized. ™ The greatest impact

of these machines will show when hospital labs are forced to merge

or share facilities in order to maximize the economic advantages of
such machines and to meet the competition from commerical labs some

of which already enjoy economically large work loads.

Of different consequence from the above developments are the
emerging techniques for measurements of microgram quantities. Their
first app!ncatlon has been to hormone analysis. A known amount of
tagged hormone is added to a binding substance with high specificity,
A specimen with unknown hormone content is added, The amount of
radnoact|V|ty displaced from the binder is: proportional by the law
of mass action to the quantity of hormone in the unknown, Even more
elaborate versions involve the use of specific antibodies as binding
agents, In clinical research laboratories such technology have been
"applied to the pituitary gland hormones and all of their hypothalm:c
teleas.ing factors., The workings of the ,pituitary, the master endocrine
gland’, are shunlng with a new clarity, krom this work alone, new
disease entities and standard clinical uses of the assays are sure
to bexdefiped., A whole host of biologic compounds clothed in ob-
scurity have suddenly become susceptible to precise analysis., The
potential of these techniques has only begun to be tapped. As was
the case for radiologic contrast studies, these assays will generate
new work and increase manpower requirements,

Therapeutics

Therapeutic innovations can have either positive or negative
effects on the medical work load and secondarily on manpower needs.
Certainly, the development of vaccines and antibiotics has reduced

that work load -- at least ‘in the short run, The polio vaccine in
a single_swipe eliminated the years of nursing care and rehabilita-
tion required by victims of paralytic polio., 1iIn the long run, how-

ever, net utilization of medical resourees may not have been re-
duced bacause illness has not been conquered by the development of
vaccihes; it has merely been transformed. Whereas acute infectious
diseases were the killers, now chronic diseases such as kidney failure,
cancer and vascular disease have taken their place,

There is no need to recount all of the _.pharmacologic advances in
~“the past two decades. .The development of antibiotics, blood component
therapy,. hormone replacement and new immunizations have been the
most important, However, we have reaehed a point of diminishing
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returns. There are few known infectious diseases for which a vaccine
will have significant impact cn the utilization of medical care in
the USA, Hepatitis ic the one exception since it has relatively

high incidence, forty to sixty thousand per year, with a significant
morbidity and mortality. We can expect a hepatitis vaccine in the
next few years., Development of bacterial antibiotics has caly kept
even with the emergence of resistc : strainsfor the past ten years,
That balance of power is unlikely to shift,

However, we can imaginepharmacologic developments which would
have dramatic impact. 8ne such would be the development of a safe
broadly effective anti=rival compound. The seeds for such a develop-
ment exists. [UD is effective against Herpes virus infections of the
cornea and Amantidine is effective against influenza virus if given
before .the symptoms develop.  Drugs have been reported to ameliorate
generalized vaccinie and small pox. For appropriate therapy virus
isolation and identification would be necessary, An explosive growth
in viral culture labs with their requisite staffing-would be a certain
consequence of such a development. A dramatic reduction in acute
hospi tal! care could be expected.

Though the veritable cream of the vaccine crop lias already been
skimmed there are remarkable possibilities yet available for vaccine.
Our definition of infectious disease may be all too narrow. There
are bacterial organisms. which can't be cultured by routine methods.

Many viruses can't be cultured at all, Strange sounding animal diseases:

such as Scrapie and Jagziekte are caused by viruses and resemble N
multiple sclerosis and alveolar cell cancer, respectively, Mycoplasma
bacteria cause an arthritis in animals that is similar to rheumatoid
arthritis. Recently it has been shown that a slowly progressive .
neurologic diease of children is actually a peculiar form of measles
infection. Viruses are likely to be the cause of many forms of
cancer. |If only some of these links between infectious agents and

chronic disease can be established then vaccines would take on renewed
importance.

Electrical and Mecharical Devices

.
. — *

Electrical ard mechanical devices are for the most part important
only in chronic disease in additon they usually are palliative rather
than curative and tend to extend the life interval during which a
patient needs close medical supervision. In general they increase
the comsumption of medical resources and increase the requisite medical
viork force. Among such devices are: Extra corporeal renal dialysis,
respiratory assist devices, portable liquid oxygen dispensers for
constant ambulatory oxygen therapy, cardiac pacemikers, cardiac assist
machines to carry on a portion of the pump work of the heart. The
machine which has raised the greated ethical-social questions has
been that used in renal dialysis. The cost and nanpower requirements
for dialyses programs are enormous. Medicine has been forced to
choose between the candidates for dialysis; it decides those to live
and those to die. Emotional and economic resources of the family are
draingd by such protracted treatments which often require constant

R




-76-

supervision by family members. Respiratory assist devices have also
raised new questions, A brainless hbody with a pul.e can be main-
tained for weeks by artifical respiration while the pysician and
family wince at the folly of their efforts but hesitate to admit

the man's death by turning off the machine.

Under development at the present are: Permanently implantable
hearts, lungs and kidneys. But the obstacles to their use are high
partlcularly the inexorable tendency for blood to clot on any
foreign surface. Furthermore, the Tung and kidney have roles aside
from -he physucal functions for which these implants-are being de-
signed. More useful may be the work on sonar object detection for
the blind, the 1imb equivalents for the maimed.

Surgery’

Manpowar consumption and news worthiness seem to be partners in
the more remarkable surgical developments, The prince of these is
the heart transplant. However, despite technical successes, ef fec-
tive heart transplants await the unravelling of the compliex immuno-
logic apparatus which destroys the transplanted heart, A great
success story can be told about corneal transplants -- probably as
a result of the isolation and bloodless state of the cornea. Kidney
transplants have been relatively successful -- often providing five
or more years of happy and productive life. The lung, liver, pan-
crease have been transplanted, but they have been short lived,

=

Plastic components have served the cardiovascular system well,
Dacron aortas and Teflon heart va|ves quite effectively serve their
respective roles. ~‘The coronafry arteryby-pass may become a very im-
portant operation Twenty-five percent- of our population dies of
disease of the heartvessels. By-pass surgery provides a route around
obstructed portions of the coronary vessel., Unfortunately, 20,200
of these procedures have been done before the evidence is in that
this operation does fulfi!! jts promise, The capacity for "make
work"* can be infiniite in the field of medicine,

e

Computer Application

~ The most important fact to know about computer applications to
medicine is that with few exceptions they have not been blessed with
success, and most exist only at the mercy of government granting
agencies, Enthusiasm and promise hover around every computer pro-
ject. They have generally underestimated the complexity of their
targets and of the costs of development,

Most of the large computer-medicine projects now in operation
are remarkably inflexible., This is so because a large system may
require two to three years of programmlng Most changes in the
systems environment require re- programmir,g or additional programs,
Programming and de-bugging is always' a slow process and it can be
even slower if_a new program must desh tightly and interact whth a
complex set of extant programs -- especua||y if service and functions
must be maintained while the programmlng and de-bugging goes on,

‘\
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The promise of reduced personnel costs is rarely kept. One of
the intensive care monitoring systems requires additional staff --
specialists to run the monitoring terminal, What is gained in
computational efficiency is often lost in data entry errors. Whereas
a human clerk would not enter Smith's data into Jone's chart just
because they were accidentally given the same number, a computer
could do this without compunction and create man-days of work to
uncover the foul-up,

As implied above few medical computer systems can be economically
justified. The standard business applications such as billing,
payroll and inventory control are excepted. Clinical laboratory
computers come very close to justifying themselves. Indeed the two
largest commercial laboratories, with only economic incentives, both
employ computer data collection and reporting. Four companies have
developed computer systems tailored to the clinical laboratory.

These perform such functions as direct data collections from in-
struments, the calculation of the final results on the bases of
standards and scale factors, the printing of the various work lists
necessary for laboratory operation and the printing of daily reports,
cumulative patient summaries and quality control statistics.

The interpretation of EKGs is another application close to being
economic, Costs are still somewhat high and there is a significant
rate of rejection of tracings because of technical factors such as
base line movement or line noise or because the complexity of the
findings baffle the machine. However, at least one commerci al
enterprise has begun to market a computer EKG reading service,

Computer diagnosis has occupied medical attention since at least
1964, Congenital heart disease, thyroid disorders, liver disease,
surgical pelvic disorders and epigastric pain have all been success-
ful subjects of computer diagnosis. However, no practical fruits
have been born of these efforts. Of special interest has been the
direct computer interpretation of x-ray images. Computer methods
are now able to recognize the cardiac silhouette and from its sil-
houette alone, classify heart diseasemore accurately than radiolo- ~
gists with the same information, The technical problems of auto-
maticaliy recognizing x-ray shadows_are fearful, The heart which
happens to be sharply outlined by air filled lungs is by far the
easiest shadow to examine,

Total hospital information systems have been another target of
computer enthusiasts. The economic incentive to such developments
lies with the operating costs of communications and paper work in
the average hospital, up to 30% of the total. Numerous such systems
have been developed. |ISM, CDC and Univac have involved themselves
in such developments, but, both the added expenses and the operating

restrictions imposed by such systems limit their acceptability. —
However; as> computer equipment becomes cheaper and programming lan-

guages become more efficient the hospital information system is

sure to become a reality, A different tack has been taken by Ampex.

They have developed a hospital information system based on video-~
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tape. All of the paper records of the-hospital are rtored as high
resolution TV images_on video tape, where they can be indexed,
retrieved and duplicated electronically, Access to any hospital
record is immediately available by means of a TV set,.

In the intensive care unit computers are being used to monitor
patients, the idea being that the computer would read physiologic
signals, predict trends and respond to those that appear daigerous.
The application was modeled after the success of computer process-
control in the petro-chemical industry. Unfortunately the important
physiologic variables (i.e. skin hue, behavior, blood pressure)
are difficult to automate as compared to the control variables
(i.e. temperature, viscosity) of the industrial applications, For
the indastrial application a deviant trend can be automatically
corrected by automatic value or temperature adjustments., In the
medical environment no comparable solutions exist., The computer
can onlysuggest to the nurse orphysician that an action should be
taken, As a result the effectiveness of such systems is minimal.~

Despite much promise significant computer usefulness in medical
practice is some years off and the effect on manpower needs will be
nil until then,

s
¥
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HEALTH PROFESSIONS EDUCATION

Mark Berger, M.D.
Student American Medical Association

In his discourse, Kirkland described the medical student as a
loner. (1) He believed that the doctor to be, can no longer be
educated in a vactum isolated from the other professionals with whom

: must eventually practice, Interestingly enough, the medical .
>tudent is by no means a loner in this aspect of his training. The
pharmacist, the nurse, the dentist, the social worker and most of
the other so called allied health personnel are also educated in a
similar vacuum isolated from their peers without the benefit of the
team approach to the delivery of_health care services. Competition
is learned rather than the badly need cooperation.

. The coining and use of the phrase ""The American Health Care
Crisis'" and the development of new health manpower catagories - The
Physician-Assistant, the Pediatric Nurse Practitioner, Nurse Mid-
wives, etc., helped to change the focus of many funding sources from
biomedical research to research in health care delivery, health pro- ™
fessional education, and the utilizafion of health manpower, Studies
are beginning to show the gross inefficiency of medical practice as
well as the reluctance of many practitioners to delegate responsi-
bilities to "lesser trained individuals.* (2) Although scme studies
indicate the willingness of physicians to employ assistants, their
lack of knowledge on how to do so efficiently and effectively is
well based in their training as a loner.(3) :

‘ her interesting spot light is being cast on health profession-
al educ. - n, At almost every commencement exercise, the key note
speaker en, asizes that even thouch graduation is about to take place,
the educational experience is not ending, but just beginning. Fed-
eral legislators reinforced this attitude by passage of |aws estab-
lishing the Regional Medical Programs designed to increase the phy-
sician's awareness of advances in the field of the four most major
ailments of our populace. Oniy-recently have these programs en-
couraged participation by non-physician health professionails. Why is
this the case? Don't nurses need to be kept aware of the advances in
the treatfient of stroke? Don't pharmacists need to be kept aware of
the advancéS™in the chemotherapy of cancer?

Medical societies quickly moved to the establishment of self-
achievement awards ai:d now to membership requirements of 150 hours
of approved continuing ,education participation during each three
year period of membership. Mo nursing associations have the same
requirements? Do the dentists; the pnarmacidts, etc.? And what
would be the value if tkey did? George Miller, M.D. at The Center
For Educational Development at The University of Illinois, Clemet
Brown, M.D. at Chestnut Hill Hospital in Pennsylvania, The Postgrad-
uate Medical Institute of the Massachusetts Medical Society and many
others have questioned the value of routine continuing education
programs, What are ppe goals of these programs? The commonly accept-
ed godl is to improve patient care, the quality of which has, in fact,
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never been determined or universally accepted. Currently many pro-.
grams are being linked to patient care evaluations and attempt to
improve patient care on a pre-and post program evaluation basis.

Education programs themselves are coming under fire. Students
of all ages in all health professions will no longer tolerate pas-

-sively sitting in lecture rooms for hours on end listening to out-

dated trivial material that is "important", Few health educators-
are trained in educational methods. The effect of poorly trained
teachers on a student's ability to learn is well described in Post-
man and Weingartner's book, "Teaching As A Subversive Activity', (4)

Teaching and learning can not be equated. Learning is an active
process in which the learner must actively be involved in the.plan-
ning; implementation, and evaluation of the educational experience,
This statement although widely accepted by modern trained educators,
is one of the most ego threatening changes faced by the modern health w
educator. Learning has been defined as a change in behavior, yet ~ -
nc one is sure exactly how the human -mind learns, Experimenters .
are now pursuing a better understanding of learning and conferences
are being devoted to the methods of education and the ability to
change participant attitudes rather than simply facts. Studies of
terminal behavior as determined by observation of patient received —
services are being carried out and may help to determine the methods
and content. of future training programs. (6) Health professional.
education is beginning- to lean away from the aloofness of the ivory
towered institution toward a more community oriented 'on the job
training' type of education,

The concept of a horizontal and vertical ladder of success is
beginning to demonstrate the need for equivalency testing and
general switch from a time oriented education to a competence oriented
education. This is complicated, on the one hand, by the shortening
of the physician's formal training and, on the other hand, by the
lengthening of the formal training of other allied health personnel,
Degree granting nursing programs increase a nurses training from 3 to
L years. Masters programs may prolong this by 2 more years. Pharm-
acy  students now must take 2 years of liberal arts training before
they start their actual pharmacy training: What effects will these

various time factors have on our current manpower problems?

As physicians are being urged to enter general or family prae-
tice, specialty nursing programs have been designed to train nurses
for intensive and coronary care units, dialysis units, etc, Pharm-
acy students are no longer content to work in corner drug stores with
soda fountains. rrograms to train clinical pharmacists are beginning
to prepare the pharmacist to deal with the complexities of drug use
and drug interactions. Residencies are offered to the graduate in
the use and interactions of steroids, of antibiotics and of anticoa-
gulants. Increasing generalization on one hand and increasjing.special-
ization on the other---what effect will this have on the health man--
power problem? ’
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Although tnese inr ations seem interesting, enough time to
determine their true vaiue has not elapsed. Yet, present day students
have taken another approach to the problems of health professional
education. The Jessee Report documents at length the deficiencies
of medical education .from the students'viewpoint. (7) The report
expresses that medical studencs feel they are learning medicine
in spite of and not because of their medical schools and their medi-
cal faculties., |If this devastating statement is accepted, then how
and ‘what are students learning? For the past five years due to a lack
of community orientation and a lack of truly satisfactory interdiscip-
linary educational programs, students of all health professions have
joined together in interdisciplinary community health projects. With
adequate supérvision, students are actively involved in planning the
delivery of health care, in the problems of economics, of accessability;
of availability, and of the accountability of health care. More im-
portant then these is the experience of working with their peers as a }
health care team where the doctor no longer perceives himself as the .-
almighty captain of the team. The interactions of the team members :
coupled with their relationship with family units as influenced by
various socio-economic and environmental factors is beginning to
influence the attitudes of these self-educating heal th professionals,

*n

The light of hope burns brighter but not bright _enough for the
health educators and the legislators to see. The messages of the
need for the team approach to the delivery of health care, the need
for learner appreciated relevance in training programs, the need for
faculty who are better trained in the methods of education, has been
answered by Federal incentives to increase the enrollment of health
professional students. As tuitions co-~tinue to rise, capitation
funding will not alter the method of education nor will it alter the
product of the education. Bigger schools with more students will
only decrease the quality of education. Manpower will increase. and
the distribution may improve through the law of supply and demand, but
is it appropriate and efficient to increase the number of health pro-
fessionals without having them learn how-to work together.
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MAINTAINING QUALITY OF CARE IN THE HEALTH PROFESSIONS

Philip Adler
Ohio College of Podiatric Medicine
Student American Podiatry Association

"The logarithmic growth of scientific knowledge makes possible
the estimate that the half-life of modern health information may be
as little as five years., The physician or health professional who
goes longer than that without exercising positive efforts to continue
his education falls almost hopelessly behind his colleagues in
practice.'"(1) o )

Continuing education and quality of heal th care go hand-in-hand.
"The highest quality of health care depends on the integrity, ed--

ucation, and motivation of the individual rendering such care."(2)

Anyone seeking the highest quality of care for the patieat recognizes
this to be fact, Therefore, even though involved parties may not

be specifically mentioned, it is to be implied throughout this paper
that everything discussed may exist in or be applicable to any health
professions,

It is recognized that the present system for continuing .education
is not flexible enough for tomorrow's professional. Today the health
professional cannot protect himsel” vy ciaiming "local" ignorance
as an excuse for negligence. The ¢ rts have ruled against geo-
graphic standards in malpractice cases, Government, recipients of
heaith care, and third party payers financing health care may demand
changes in attitude toward continuing medical education, but the .
law necessitales these changes,

Until recently ‘groups such as professional societies and industrial
concerns attempted to fill an educational void with rare success,
They were handicapped by the lack of environment or atmosphere. Rather
than having the best teaching techniques and facilities, they .
relied upon illustrated lecture techniques without the personal con-
tact so imporiant to educatinn, The health professional who attended

“ informal gatherings was intellectually stimulated, but after
returning from the meetin~ lost much of the impetus for contirding
the learning process,

Continuing medical education (CME) can be defined as anything
from exposure to periodicals, news media, professional interaction
groups, etc,, to the definition used in a report of the Interprofessional
Task Force which was "...an educational process by which the prac- .
titioner---learner is provided with knowledge, skills, attitudes
and insights that will continue to increase his capabilities and
improve his professional competence,"(3) There are many approaches
to fulfilling this latter definition: utilizing patient care as a
course of CME; formal CME courses; and Regional Medical Programs (RMP),
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Regardliess of the definition applied, continuing education should be
a continuous, uninterrupted process, Weed suggests a systematic .
medical record system be used to facilitate medical audit, thereby
motivating the practitioner to update knowledge and improve skills
so that better care is rendered to patients, The physician can then
utilize his work time dealing with patient problems as the primary
souyce of his education. Thus a physician recognizing what his
patient's problem is can utilize all available sources to solve the
problem, This type of system requires that the physician record in
an orderly fashion the four phases (data base i.e. history, physical,
laboratory data, a complete !ist of-problems, plans developed for
each problem, and the follow-up) of medical action as they relate >
to his patient, Not only is the evaluation of qualuty of care possible
through this system of medical a.dit, but the practitioner is en-
couraged to sekk out answers to questlons which may have been overlooked
or forgotten,

The medical audit system discourages the practitioner from using 2
his memory in fulfilling the four phases of medical action. Just ’

as the practitioner cannot be expected to remember all pertinent

data, it is also loglcal that he may not know all the answers to

questlons raised in the case of one patlent Taking this point of

view it can be stated that !, .provision for proper care to all the

people in the country wili require much more intelligent use of para-

medical personnel and modern data acquusutlon and retrieval systems, /
and recognition of the fundamental fact that proper care' and a
meaningful and just audit will require a definite minimum of struc-

tured input of data at the historical physical, and laboratory levels M(k)

Another system relating continuing education directly to patient
care is suggested by Brown et al, The Bi-Cycle Concept can be
visual.ized as two circles: an outer circle representing patient care
and an inner circle representing education, Both cycles start with
the patient and his interaction wit! the physician-learner. On the
basis of data collected, rational decisions can be made effecting
changes in patient care which are: then measured to determine if
improvements have occurred Feedback necessary.-for constant change
is provided as patients' needs are met, new needs arise, or new
educational approaches become necessary, Success of the program can
be ‘determined by focusing on the patient and learner and,observing
whether the patient's needs are met,

On a more formal level continuing education requires controls
governing the type, distribution, and the quality ot programs offered
The Millis Commission rec0mmended that "...a newly created
Commission on Graduate Medical Education be established spec1f|cally
for the purpose of planning, coordinating, and periodically review-
ing standards for graduate medical education,..'"(5) In this more
formal program the unuversuty or medical c0mplex becomes the instru-
ment through which the practitioner reaches his goal of patient's
health care-needs,
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Today there are thousands of courses offerecd by hundreds of
institutions ranging in topics from A to Z, Many of the courses
offered meet the requirements for accreditation specified by various
accrediting agencies, Needed now is the motivation on a self-imposed,
voluntary basis, encouraging the professional to take advantage of
these courses. Proposals have ranged from periodic relicensing of
professionals over a period of years with requirements for relicens-
ing being completion of a specific number of credit hours in con-
tinuing education courses, to governmental laws requiring participa-
tion in programs. Governmental regulation, however, miglht interject
political influence into the .relicensing process, ) ;

An approach instituted by the American Medical Association is the
Physician Recognition Award whict ', given to a physician who has
acquired a total of one hundred anu fifty credit hours of continuing
eudcation over a continuous three year pericd, ‘On the state level
the Physician of the Year Award has been established,

Many state professional societies have established programs re- i -
quiring renewal of licenses. As previous!y mentioned, over a
specified period of time a health professi. =l must have acquired a X
certain number of credit hours in formal, « credited, postgraduate ‘
programs to ':e eligible for relicensing. Purt of this postgraduate
requirement may be filled by seminars provided by teams of teachers
.rom the state university who go to the rural areas to put on pro-
grams, - |t has been suggested that interns, residents, preceptors, ‘
etc, be allowed to trade places with the health professional for the
period of the course enabling the latter to take time off and giving
the former practieal experience, '

The RMP is another system being employed.today to fulfill the '
needs of continuing education, The RMP indiyvidualizes the process
of education, disseminating information from the medical complex
to the clinician in the field.
TSy

The Network for Continuing Medical .ducation (NCME) is a service
to medical schools and hospitals in the United States and Canada.
it is a television journal of videotapes sent to various institutions
every two weeks. The tapes are played many times during this period
just as a television brgadcast, The health prof:ssional is able to
view a program of intengt to him in a time slot that fits his
schedule. A T,V, guide is sefft to the institutions in advance t> be
distributed to the physicians associated with the institution. f(he
NCME serves as a professional journal keeping the physician abreacst
of new as well as standard practice,

Another experimental project is being tried making current,
pertinent, and authoritative information available to the health
professional, The Dial Access Library is now in the experimental
phase. Toll-free phone calls are made and tapes on various topics
are played at the request of the caller., The service, however, is
very expensive, -
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The single concept film is now in the experimental stages, It
is a cassette type film which fits a projector with a built-in view-
ing screen, The films are six to twenty minutes long with sound,
They self-rewind after playing to enable them to be reused,

Also being tried are lectures and discussions with university
faculty on a regular basis. The lecture from the universi-ty s
transmi tted to the nospital and listened to over a loudspeaker,

A telephone headset is used to communicate with the'other end. There
are thirty minute lectures wit question--answer periods at the
conclusion, - C

Plans for the future include slow-scan television with lectures
in the classroom being viewed by health professionals in the hospi tal
or at home, 0Mne advantage is that the cost of audio-tape per hour
is five doll-~ s as opposed to video-tape which costs sixty dollars
per hour,

One of the latest inncvations being used by the pharmacist is
the computer programmed course. The pharmacist goes to a computer
terminal located in a medical complex and identifies the name of the
program he wishes to studv, The computer prezents blocks of informa-
tion and asks questions pertaining to the subject, If the answer is
correct, the computer goes on .to another subject. If the answer is
incorrect, the proper "answer is supplied.

The new systems being developed and tested are indeed the back-
hone of the continuing education process. |t must be recognized,
however, that education is a very personal process, dependent upon
motivation, habits of self-discipline, time available, etc.” What
are the needs of a full-time professional that have impact on ed-
ucation ? When a health /préfessional /s confronted with a situation
which he desires to learn more about, he is strongly motivated by
the current interest., As time lapsés between the motivation and
access to the material which he can utilize to teach himseilf, his
motivation has dissipated and the benefits have lessened. Secondly,
the professional would. like to learn in most instances vhile at
home. He cannot always take time off from a busy schedule to travel,
Third, theprofessional needs some free time to relax in a quiet at-
mosphere, “Continuing education should not be classified as an in-
convenient, non-controllable nuisance." (6)

The facts iudicate that a need axists for all types of continuing
education in order to maintain a high quality of care, Questions
such as which type is utilized and when, how the programs are
financed, and what agency sets standards and regulations nave yet to be
anc.rered, With refefence to the setting of standards and regurations,
the Bennett Amendment to the 1967 Medicare Act is presently -before
Congress, This legislation as presented would establsh at the .ocal
level Professional Standard Review Organization (PSRO) to improve and
coordinate "professionally recognized standards of health care.'" The
PSRO is highly_endursed by all professions, but not in its presently
proposed form, . must be the duty and obligation of each profession
to set standards within that particular profession,
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§§Lp|inary Student Conference on Heaith Manpower We must .ol
how existing and future programs can be integrated utilizing .
sciplinary health{manpower efflclently and effectuvely to o
- the. hi’ “;ﬁty of care.ﬁ : T b
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the advent of thlrd party, prepayment medtcal services with the
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E— ; % Stearns NS, Getche|l ME Go|d RA: Cont»nunng medlcal education in :
B - v C communlty hospitals. - Eng| J Med 284 suppl May I97|
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'STUDENT HEALTH MANPOWER CONFERENCE R
m i WORKSHOP #1 GROUP A HEALTH PROFESSION RECRUITMENT AND RETENTION.

R —y

-~ T o

- It i3 the consensus of this group that the main..objective of
- - this conference of fosterlng an lnterprofe5510nél AWARENESS .among- g
- ‘health science students by using the team upproach for minority : 5

ot

e runtment and retentlon has been réached, as *ave the follow:ng?

‘. 3
3 J)*‘Mlnorhty as. well as non=mi-nority grou.s have developed a
: ,more total awarenéss of the total culturel .and educational:-
7 g i ﬂe“encount”red by minority groups in pre=
s AL i‘and:profes‘" nal educat.ion:,
2y >. of : i £
S
S ol ef & a deflnlte need for a “specual_é*ﬁﬁ Fence foc :
g ] "’ﬂ,”yﬂgroup reccu;tment and retentuoﬁ' 1nc lualng
- A Discussion of problems concernlnq mlnorlty group recruut-
o - . mént and reténtion; mihority groups ust be. represented
. ' o - more fully .
.- . - ; B. Specuflc mlnorlty caucuses must be provlded for at this:
‘.- ‘ I - conavention
E B ‘ s T. General sessions comblnsng all results from minority
] caucuses, .
D. ~inclusion of all haalth. felated scientific fields . E B
E. Increased duratlon,‘a miA i mum. of one week ) E K
F. Better timing.of said conferencé when educational com- E N

mittments will not lnterfere = i.e. Christmas, Easter 6F
o - Summe r
g G. More advanced notlflcatlon and dlssemlnatlon of pertlnent
. material to conference partuc?pants ’
- H. Usage of resource people at inception of conference (thus
o avoiding duplication of work already completed
nE I. Follow-up to include dissemination of information to
) (1) present conference participants; (2) future partici-
pants; and (3) to" approprlate Journals publlcatlons
" and agencies
J. Usage of same participants at follow-up conferencés,
' eSpecually of mlnorlty group people

t

o
4
o
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STUDENT HEALTH MANPOWER CONFERENCE
WORKSHOP #1 GROUP B'» HEALTH PROFESSION RECRUITMENT AND RETENTION

o

~ The resource from which the health professional pool Wil be
drdwn is the general population. A large segment of theé pool will
bé seflf-selected. This self-selection will Jleave underrépresented
certain segments of Amefic¢an Society which ¢an be rectlfled by
specuflc récrui tment measures, :

This recruitment effort shouid be & JOlnt effort of the entlre

AR

th professuonal communlty

The workshop recommends the Follownng mechanlsms for the accoms-
plpshmentof tRi's taskrof recruutment . -

: rl;: The goal of thiis. wonkshop is to ificrease the. recru:tment ‘
- and retent.ion of mlnorlty group studénts in all health professaons

_ Thi's. workshop feeéls this goal may ‘be best achleved by an
-~ expansion and modification of the exastlng ‘Projéct 75" program

or the creation -of 3 prOJect of similar intent and action to

include all health professuons We feel that the specnflc mernté

-of this type of project are: ] —
- T a) -Collection. of |nformatlon about and analysus of _the
] neéeds of the individual. -

b) AR information service made available té the student in_
areas such as course selection, admission procedures,
costs, and sourcés of flnanCIal aid,

.c) Educational, vocational and personal counsel ing servicé é"
t6 help thée student adjust to college at his optimum level,

d) Programs of tutoring and hélp in developing study skills..
for academic reinforcement., ~

e) Placement and referral to applicable graduate programs
and/or reféerral t6 employing health agencies.

f) Semi yearly or yearly follow-up sessions to moni tor
students progress on the undergraduate and/or graduate
level .

This projec. should be expanded to include the recruitment
of all ethnic mincrity groups into all health professions. Funds
for such programs should be made available through Bureau of Health
Manpower and administered through a 'National fnterdisciplinary
Health Council" composed of representatlves of both student and
parent professional health organizations.

s
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TUBENT: HEA LTH MANPOWER CONFERENCE
WORKSHOP #2 " GROUP A CONSUMER SELF-HEALTH
; Defi .on of Consumer Self Health Responsubllltyfof consumer ‘to S
: understand; seek,; :and maintain personal. and family -health wuth
: an. emphasus On:: preventkon o . o ]
; - B SR : B
1. s ‘.f”“: - ;{ o
& b snéral ‘heal:th principples
: zatlon that ) 3
; Loz ln o
3
g h,contlnuous
: ing 6th r ~3ders
= ] teachers
: Uil “resent sz = allow:ng for - EE
; *evaﬁuatlon -and -expansion. of ealth rolés, ie.. schoor ,’ i
: ) fpubltc, and- ‘éounty -nurses; -
2 L, 1Ut|1|zatuon of trained: health personnel ‘who. are: presently .
. hot -in practuce, eg part ‘timé -volunteers. - )
Follow up. and lmplementatlon : ‘
--Stimultaneous approach to the: State education and
héalth departments, Jocal school -boards, -and: PTA's
--Local -and- comfunisty: action groups (ie. Head Start
Self Help): .
--County extensuon offlces
Cs Emphasis should be placed on educating the consumer con- .\
cerning his health rights. S
. The consumer should bé iAformed about his health rughts T
: including the following: false advert:sung in "Over The '
Counter" drugs, lack of uniformity in l1abeling laws, price )
_of treatient including fee schedules, the right to questlon ;
the. health proféssional.
{Follow=up and Implementation: .
. ~-<Federal Trade Commission
--Federal -Communications Comm:ssuon
--Raiph ‘Nader ;
~-Feedback from consumer . {

3414 e i

S 1 g
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) -98- . - ;
P - E"catlon -of ‘Healith: Practgtloners N - _ .
E - - A, .Interdirsciplinary ‘Health Team: Approach .
B i . T 1. Health professuonals shoutd be madeé aware. of each others" -
i A o foles through the follownng changes in:the educatlonal ‘.
: . system: v :
2 ' : a. “Common courses for health proFessuonals emph 'iqg
B N - o |nterd|scupl|nary |nter’ “i.on., )
. e b: " Courses desigied to -increase. students ‘knowledge of
. the pro£e§§i6nsEfor'Bettér'utllizatlon of -ski-lls
: - : - tilization of podiatrist for lower extrem|t|es,
- . ’ Fization of pharmac t!for»drug réactions, -
‘- o i T ';;”triA ““,_ vet . for zoonatlc dlsnase , . N
,3 * 3 ?é
: :
X { - ;«:,., ., FQ]—‘G
E . B. Educatlon throug"Consumer Input . :
- o .- Health prac ners -can: galn the best understandung ] .
- - of the consumer po lnt of Vview by seeklng consumer input -
? ,§ W ;’:, - - 'l n’ thé f’gl OWS‘ng : = :
E e L a, Educational linstitutidns: .
Ly - - (1) cufriéulum-determinations
S . . ‘ (2) “student -action -programs: ' - o
: " ’ e © b, Lic:nsing bodies {(eg, state examining boards) ; : C s
' - <, . Leg:slat10ﬁ (see IIT) L
. Agww«wFolJow up and Implementation:
) -~Leg|slatn%n :
A --Educational Instltutnons B
| B - — - =-Professional Associations . - _
B . --Consumer action gréups . - L
g o C. Health science schools -should place greater emphasns on the .
- role” of the practitioner as educator by; , %
N 1. Emphasizing thee philosophy -of preventuon
: 1 2, Including education courses in curricula (ie. educatlonal
: L ~ psychology, and methédology)
s : 3. Making continuing education mandatory
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- . Fo||ow up and Implemenatuon , -
‘- - . , --Educatlona| Institutions. : , B
i = ?L~--Profes5|onal Associations ' B
S =-Consumer actuon -groups : ;
: ’ ) -=-State examunung boards , ~ ' o ;

. ; AIII Politics -of=Consumer Self Health : ' ' ) : ’é

* - A, Health_professuonals shotil d- ‘have: an impact upon the poiut|ca| , E £
- o -process to. ensure: ‘that: health needs a"amet through . B
(A ~ .1, . Election of ‘healith ials and: B
g b Sy - 2, Exentung -pressure:-on::pr senti‘eaPth‘ P
= 2 o : a.. t p‘esent emphasus (eg. : B £
‘. tural igolation B -
e d through the fo|| ing: :
. ‘fapara professtonals -
N L d, ‘Mor : pai japrofesslonal -
B - B, Occupatl_‘ : -
- - - 1, Management: ‘-
B o7 7 health- hagards‘ 3 ‘-
e 2, ‘Studénts should be - E E

@ . workers: . -
R ~ © €. Maternal and:chilld care . o o —la o :

D. Consumer ‘input into s ecual patient treatment D  E
B E .. Consumers should -have |nput -on policies relating to -
- B organ transplants;. dla|ys i's and other specsaL ' e B

e - - treatments. : - 5

: - E, Consumersshould have input in determining health and ' ' f |
- : o expendi-ture priorities (eg Heart transplant vs maternal - -
' 7 ~and child care) . l .

! Fo||ow up and Implementatlon-,
] : --Consumer -input into reguona| planning: boards .
" --Availabie private funding ie. foundatlons and~ o .
voluntary agencues “1
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ISTUDENT 'HEALTH -MANPOWER LONFERENCE . .

NORKSHQP it 2 GROUP B ——CONSUMER SELF-HEALTH:

A

lntroductaon .. ' '
The paramount issue today in health care is that it is .inade-

quate-'as a whole, and unéqual or- totally |ackang among minority
" sectors of the populataon For example, the time lag between need i
and’ delavery -of health care is increasing. The U.S. infant mortaluty,
rate iin 1969-was |,88% for whites and 3.21% ‘in the ninority races.
The hational debate between: publlc, privaté and professaonal seci rs
proceeds at a snai:ls pace toward an. eventual -héalth: care delivery
;tem. What' can-be done in ‘the: meantime to upgrade the quality ahd.
quantity of health care in the country? There are wany potentsal

U jns to the problem The.‘u N

>livery, No longer is Today 5
‘heal h care professaonal m th : A major
er to consumer anteract.on is basac:consumer lgnorance of the .
present system; The consumer in need of health care doesn‘t have the
"key:to the cvty" That key is education, The -consumer must no*

only: know basic hygaene and-health care procedures but he nmiust know
—ﬁowgio tap the—system of health ‘care- delavery ,

.- .CONsyMER_EDUCATlON '
A, Governmental Considerations . -
Problem I~ Advertising Ts detrimental or mlsleadlng in some cases;

Recaunendation That legnslataon be enacted to prote-t consumers:;ii

by eénsuring that advertasang for- health projects -is not
xrresponsable and’ masleadtng. I

> -

Problem #2  Control oF labeliing is done on a lamated basis.

'fRecommendatlons Legaalataon should be enacted: -

1. To ensurfe that health products are labeled. properly and”

: in such a manner that the.consumer can realize proper use-
of ‘the product

“,2; To ensure precautions are included on marketed health products.

3. To remove the "Grandfather clause” in over the: counter drugs -

from existing l1aws so that health products wnll be labeled — 7,135

as to content, - .

Probjem #3 Specaal interest lobbies inhibit progressive governmental
= action in public awareness, (eg. tobacco lobby)

" ‘Recommendation : That equalization of outlay of funds by each
lobby be requared by government, This would require disclosure -
-‘expenses or: the part of each specaal interest group.




o mzher kst gt

i
}

,,] Ol-

=

F
-

3

Several governmental agencnes administer programs for
G Teae. TS consumer health and protection (eg. HEW, Environmental
LE LT ‘Protection Agency, -and- Price and. Pay- Boards) From
B the consumer point of view thls system_is fragmented
TR T in |ts attempt'toJeducate "and protect the consumer.

v T Recommendatlon " Greater coordination and/leadershlp withig
© . existing programs would facilitate implementation of educational :
P ObJECtlveS A central coordlnator of public health education * - ]

8 needed o ; - -

Consumer rights upon treatment or entrance to a hosp t’l
are almost always ‘hever stated. - ,

2al: 3 L”Aadvert|5|ng by the ]
medla is. now mlsle’féng about health,products and should s
notbetnlerated ‘Advertising practices are harmful to
the. consumer,when normal feellngs of people are distorted

to appear abriormal inA order_ to expand thg markets-for

~ _heaith- products-(le economlc concern versus patlent
Z concern)

b e

'Recommendatlons L, - :
1. ‘Extend publlc service announcements to |nclude drugs,
cancer, abortlonY V : ":d
preégnancy,. - he. : ;
Ensure. that pubLic ervnce announcements«are rotated
sFederally sponsored TV programs._about -ali aspéCts of con-
) sumef health caré should be- funded:- . -
L4, Make federal funds avallable for private,. professnonal and -
other intérested groups to use- the*TV medua for consumer p
education-- - . - Sl
5. Ensure that medla is made avallable to both factions of -any- )
health-related issue ;_even though the issue or factlon . ]
is controversial, %
6. Ensure that freedom of, the|3ress is majntained to help the :

consumer influence the health care dellvery system .

s

[
"

¥
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Consumer*Educatlongby Health Care. Professnonals T
Definition of ”prgFeSS|onals" persons trained or belng trained
to deliver health care X i . -

Pﬁobfem #1  The professnonaL is |nadequate in educating the consumer )
: because of professional economic |nterest,,|mpersonal - I
approach an unwillingness to answer questions, and lack ’

. of interest in the preventive approach to health problems
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Recommendations: ‘ E

1.
2,

3.

AP ‘blem rZ

B

i ,M“‘u
'

e Recommendatlons-' ' ’

1.

2,

>

Recommendatlons-

- health feé

Delivery systems should emohasuze health mauntenance rathér than

fee-for-eervice as- represented by health Maintenance Organi:zation ,

The: professuonal should be responsible for broadenlng the:

consumer's participation in "Informed consent" in all contacts
(office diagnosis and management as. well as in-hospital -

procedurés.) by usnr@;understandab|etermlnology, outlining

choices of treatmént, etc. All -expérimental drugs and pro-

cedures must. be presented as: such- so that there is no de=

liberate mlsrepresentatton of facts given to patients (e.g.

'Chlcano ‘women requestlng birth control pllls were uséed N

as a control group: ‘and given p|acebos ‘causing approxamately
‘twenty: unwanted ‘pregnancies. The: doctor received funds

for his "research'; the women -and- thelr fam|||es recelved

'no reparatlon) -

,gsl &r patient advocates in
n- . structure of the system

arent. organuza’lohs and quasn-profess 6ﬁal
S 't _onal ‘Clearinghouse;
sufficient ed- )

*ucatlon servnces . - ‘17 -

The present programs are adequate in relatlng certaln heafth
probléms to- consumers,‘but -could -beé- broadened |n scope

Professional- organlzat:ons should take
heal th educatuon by -

: able servicés and: expertlse t0o"
schools and!communltles and d|rect|ng more attentlon to-
professional: students,

Present- policies of professional organlzatlons that are not
in- step -wi'th the times.should becone more rélevant to =~ .-

. existing conditions.. 1n order 'to do-this thése organlzatlons

should make greater use of student. proFessnona| organi zations
which exist to bredk down barriers between patient and. .
—professuonal . Funds should be allocated for th|s purpose

ﬁ?oblem #3 . Lack of nnterdnscnplnnary awareness and co-operation in

‘consumer education compounds the |nab|||ty of -heatth.
profess: onah to provide total health care in a community,

More interdisciplinary meetlngs such as this conference
should be sponsored, not only on a national level, but

_on regional and international levels. Also, the Aumber o1

participants_at the conference should be increased in number,
This would result in a exchange of ideas in comparing ad-
vantages and disadvantages of different health systems.

An |nterd|SC|pI|nary meeting of established professionals
should be organized and pérhaps could be faciljtated by
student representatives who have partucupated in these groups,

-
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‘Problem #4  Lack of culturally- aware ‘heal th. professionals and.

o éspecially the lack -of mlnorlty health professionals. -
. limit the qualuty and amount of.health care education’
available to minority consumers, Thesé problems are
manufested in cultural and |anguage dlfferences

Recommendation: Greater efforts should be: made. to.récruit

. and maintain minoFity -and- dlsadvantaged students in health
professions school's, There shoutd be a greater effort made .
to .educate all health professuonal studénts as to the cultures
and problems of mlnorlty populatlons

”’Consumer Education = Self -Education -
DeFinition=of conSUmer those who need health care regardless
-of ‘the ablllty to pay . . .

: e,eX|sts, however

ust - dfln“some cases the

"de avallable by busuness in communlty
A ‘on, -professional: ‘ofganizations
maceut -cal: Associ-ation, American -
tion can :Médical Assocuatlon, Ameil'an
rFican. Podiatry Association, —Amerléaﬁ e
Osteopathlc MedlcaF Assocuatlon- ete. shoiild provude .. -
scholarships: to urban and rural community people, éspecially
for minorities, Scholarships should require a-pledge for
réturn-service to--that communlty for a specified number -6f
.years or include a work-study program that would keep "the
student-professuonal in €lose communlty contact durlng her/
: his years of education,
3, Health care professuonals should. make an. attempt to draw
: communlty people into their practices, thereby |ead|ng to
a greater interest and a greater awareness of théir com-
munity's-heal'th problems. It also promotes dissemination
-of knowledge and undérstanding needed to |mplement sel f- health
L. Some health caré professionals should Fecognize the need to .
relunquush their present dominance of the health-care ‘team. :
so that other health care professionals can provide their’
services to a full.extent with possuble monetary savungs,
improved service, and better communlcatlon to consumers,

. -

Problem #2 Consumer-lnltuated educatuon and service in health care
. is avital part ‘of total health awarenéess and can lead
to imaginative innovations which professionals may be
more heésitant to undertake, (Women's self-abortion
projects using vacuum aspiration, etc,)
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Recommendations:
1. When community programs develop there should be encourage-
ment by professional health o6rganizations, business and
government -rather than the ‘harrassment which frequently
OCCUFrS,
2. 1Ih addition, these organizations “should: encourage the
conmunlty to develop these programs by makung available - :
,publlc ‘heal'th- vaccines; lab test kits;, etc., espécially - ‘.
in areas where health care is unavaulable . E X
em #3  Fnequities in health care are univéréal. Thére are, ) s
however, somé groups == Chicano; lndlan, Black, Asiaﬁ- E
~Américan, the rural and trban. poor, eté;=~who receive i
lnadequate care or NO- ‘care. at all- :
te-but we note the -existence:
em # ,*ua?k—of consumers' awareness of the|r legal rights is: 3
i 'vseﬁlously affectlng thelr ab|l|ty to receive good :
health care. .~ - :
Recommendatlon Consumérs should be informed as a matter of -
practice what thelr r -ar : |tal, -office, pharmacy, i
etc, s 2y:_can. receive better ‘heat h—'are, Health rights o

T ghts as the rlght to. read: ¢ha , to refuse.

treatment; to receive compléete knowledge of- @ problem and its

treatment optlons ‘before treatment i's start ed and to have experl- .
mental drugs and procedures labeled as such

COMMUNITY ORIENTED EDUCATION OF THE HEALTH*CARE PROFES‘IONAL : ;;
Governmental Consuderatuon :

« 7 o
=

em #1 Publlc Health Service programs are for;the most part
depersonaliziﬁg for the consumer.. This Situation
— perpetudtes ltself :
. L] . -
Recommendatuons - o : . .-
1. Impetus sbould be given to the development of- publlc heal th B
service programs, emphasizing treatment of the consumer as E §
a whole person without regard to the economics of- health
care practice, .
2, Foreign health systems have successful Ly eliminated the fee
for service systém; The government should publish’ reports o
for health professionals regardung advantages and disad- ER
vantages of this system, X ”

a definite inadequacy of this conference workshop is that no . |
minority groups Oor consumersé-were present. .

-
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Problem #2  In the past there has been insufficient éooperation
~ between government and health care professions. - This.
conference :is an example of govérnmént. cooperatiodn
with heal th .caré professionals to study péssible
delivery systems,- ? -

- ? - -
- Recomméndation: This cooperation between the government and the
~_ professions should :be encouraged -and increased in the form of -
. - -moré conférences. ) — - e

"B Formal. Education ahd. Cominity Education —

scientific -and: non:personal :
AEv rAaral R TRy | I i T e
onky rarely: inc ) 4

of -medi:

Problem #1 ﬁétﬁél:édﬁééﬁiéﬁréf‘théfﬁf@éé§$§§ﬁéT s@géssé§7the;

reness of ‘the consumer
o the technique

Course material in socio-économic awareness should be incs
- porated-within other courses throughout the educational
sequence of training. - - - o §
Professionals" obligation to under-se
emphasi Zed through- a more stfongly '

. -comm iz@ﬁjﬁéﬁ t.

ryed areas should be
forced -national service

. Consumer Education of Proféssionals

e - &
rs =

Problem #1 There s no formal education of the health caré pro-
n fessional by ‘th&“consumérs. reégarding consumefs néeds,
"This education.is léft to -the individual interest and
curiosity. of the health care proféssional.

Recommendations: ¢ , S ) ' .o - -
1. On-th-job trained health workers from the community should
be uséd to facilitate communication between consumérs and -
, heal th care professionals, =~ - ' o L
2, Consumer advocacy groups aré beginning to:force health care
- professionals to recognize their responsibilities-to the
~ consumer by pointing out présént inadequacies. Theése groups
should -be represented in health professional organizations,
the proposed dgovernment umbrélla, health agencies and inter=
disciplinary health planning organizations.
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- D. Special. Health Progras

, Spécial heal-th programs can play an integral part in. realizing
the goal of increasing the education and awareness of the health
professional to the health care needs of the community, An
intérdisciplinary approach, as well as the remodval of the profit
fmotive from the delivéry of health care to thé consumér can be

.. Interdisciplinary éducation, Seminars and projects do exist,
but to a wvery limited extent, Health professional students, rather
han the health professionals themselves, ‘have been in the fore-
t of ‘these programs. 1t is the -duty of the hedlth professionals
-eliminate misunderstanding or ignorance concérning what all the
i1 th professions can do.. P-the consumer, In this
ary- approach he -mémbers .of our profess
insight into: the needs
sciplinary approach
nce) should be

together to hel

Tearn alot about the cori-
nsumer's needs when the pro-

e delivery. The free clinic
umeF=professional interaction in
to-eliminate the profit motive,
sciplinary free elinics, should be

th proféssional erganizations.

e clinics, especially inter
ouraged and supported:

- Journalistic pressures help

¢ pressuies point cut shortages in manpower
. inefficiencies in the health délivery systems. These pressures, -
turn help to make thé héalth proféssions more awaré of the con-

P
h

sumer and the absolute néed for an "ideal" consumer-provider re-
Tationship (i.e. an interdisciplinary approach to health care).,

- Minority enrollment in the health professional institutions.

DEINgs a_new sense of awareness to the students, as well as the pro:
essionals, Minority recruitment Should be encouraged so that the
health care delivery system ¢an receive the most complete input. from

all community and consumer groups,

- Ln. many inStaﬁées, thé recommeéndations that have been made are
not unique to what presently exists, What is needed is a re-
dirrection of energieés which expand upon these activities.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #3 GROUP A INCREASING HEALTH PROFESS1ONALS'

Statement of endorsement for a Student |nter
The workshop on Increasing Interdi'sc "R
rges. the establishment-of a national student—heal'th—group— _

-~ ROLE AWARENESS

disciplinary Group:

iplinary Role Awareness

whose committment to improving héalth will transend the parochial

ifterests of thée constituéent professional groups. Thée Association
should fostér interdisciplinary cooperaticn in the delivery of ‘
héal th- care -and health -education; and. éonduct research on. the or-
: ganization and financing. of ¢are -and méthods of translating the
i -concerns of the patient -community into effective health care, It

; ~

i's imperative that every group concérned with the delivéry of health

,SE’

5

3.

‘6 ‘be ihcliided ‘in such an assogi-ation,

O O~ oM B

-

tement of Problem: . _ ‘

~ The fol'lowing are barriers to role .awareness that we; as an

interdisciplinary group; have -idéentified as common to all professions:
serd!

Overlapping of roles by all professions which l'eads to
antagonistic feelings ) 4 ‘ ,
Lack of understanding about functional roles of éach profes=
sion by proféssions; studerits and consumers .

Lack of understanding about current educational preparation
for health rolés by proféssional practitioners, students in
heal-th sciérices and the consumer '

. Historically, the.fact of substandard education leads to

stereotyping }

Lack of continuing education ,

Physicians fail to accept that other professions have skills
(expertise) that théy don't have

Ethical, political, 1égal and economic barriers

Lack of means to evaluate/validate educational programs --
lack of current standardization within professions’ )
General séense of frustration from lack of public under-
standing about functional roles in each profession (except
medicine) ' '

0. General sense of underutilization of all professions,
. All roles are sex-oriented/biased ' .
2. Lack of development of primary health care team; inadequate

comprehensive health care models

Récommendations: v
Proposed mechanisms to overcome barriers to stereotyping
of health roles:

1.
2.
3.
L.

Publish an interdisciplinary information booklet

Hold more interdisciplinary conferences

Pressure government .

Develop an interdisciplinary student group with membership
open to practicing professionals

POV
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Exchange guest lecturers

Better use of educational Journals

Integration of education among professionals

Make available as much interdisciplinary clincial training
- as possible during the period of professional education

Educate the public to:

A. higher expectations of quality care from interdisciplinary
teams

B. accéurate knowledge of the services, and their value,
which the mémbérs of thé health profession can render

|

I

lU'l;‘-‘-‘: W N — O

tlon

\0 mN1®

Bring studerits and practitioners together .
Attempt to change attitudes of old practioners ‘
Interprofesslonal support of leglslatlon

Attempt to reach mlnorlty groups - encourage/recruut excluded
groups =

nitiate |nterd|sC|pl|nary cllnlcal tralnlng :
. Remove economi¢ barriers and economic incentives to c0mpet|-

‘Removal -6f legal barrlers

Development -of ‘true -¢éomprehensive health team care

. Standardization of qua ity -education within proféssiong
Service rather than product payment orientation

O Tess influence from outside economic interest - (big business)

‘Criteria for success:
1. Decreased disease
L2, Optlmal utilization

. Optimal communication

Stabilization of health costs
Universal availability of séervices
Better educated public

Increased |nterprofes5|onal awareness
Moré legislative coopera+ion

Existence of 'interprofessional information booklet

3

L

5.

6.

g. Better referral system

9

0.

11. Existence of interdisciplinary studentiprofessional groups

Proposéd mechanisms for overcoming barriers to role awareness:
Publication of |nterprofess|onal information booklet,
Purpose of booklet would be to increase¢ |nterprofess|onal
awareness of the total health team for optimal utilization,

A. WHO

1. Federal government to publish and research
2. Students, practitioners and educators to wrlte

B. WHAT

The interprofessional information booklet should include
the following: ‘
1. Present status of the health professions -

W N

education available '

post graduate education and research

facts on different professions

range of services provided by each profession
distribution and manpower needs

present and projected roles

Results of this conference
Editorials from interdisciplinary groups on relation-

-ship of bkalth care professional fields
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C. HOW
1. Form interdisciplinary editorial group
2. Seek funding from federal or private sources both" as
recrui tment material and public information, No
advertising for funding. L .
3. Although student initiated, professional parent or-
ganizations can be involved in. the publication.. It
should however, be student-directed,
L, Distribution should include:
all students and professionals
career counselors
educators of professional schools
minority groups
consumer health groups

D. WHEN

1. Planning to develop ‘the booklét should begin as sooﬁ -

as possible -

2, Target date for publication - Jan, 1973

3. The booklét should be révised annually
E. TREND INDICATORS }
. Existence of publication .
s it distributed? (check with distributors) ,
Is it read and by whom? ( check by responses, positive
and hegative) '
It is fairly reflecting the content it pretends to represent

,,,,,,

_Is it producing any chandes; if so, in what direction?

wmE o wN—

Proposed Mechanisms for establishment of a Health Education Center:
A. WHO" )

1. Existing university health centers--administration, faculty -

and students

2, Joint interdisciplinary organization

3. Consumer input

L, Federal, state and local governments
B. WHAT ] . :

The health education center should inclode the following elements:

1. Patient-centered health education via the team approach )
A shared committment to the team approach t6 the delivery
of health care ,
Recognition and respect-for the education and functions
of each profession .
Retention of the particular skills and philoscohies of
each profession :
Team-based education utilizing some of the same faculties,
facilities, -etc, ( less duplication of costly resources)

. lIncorporate existing schools into University complexes

. Plan new health science: centers with interdisciplinary in-
volvement ' ' )
. Break down traditional concepts and restrictions

HEN

. Health education centers are presently being developed;
more financial support is needed For such projects as soon
possible, - ]

2
3
L
5
C. HOwW
2
3
W
]

[P
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TREND INDICATORS

1.

O W oS wN

4

Existence of interdisciplinary clinical facilities for
clinical education

Existence of more University. Health Centers

Less duplication of services to patient

Setting up |nterdnscupl.nary health practices-

Less antagonism and competition bétween professionals
Centralization of complexes of health care facilities
for the benefit of the patient .
Maximum utilization of each individual's education
Greater role satisfaction=less role identity crises
Less wasted effort between health proféssions and the
government -

Increased qual:ty in health educatlon A

1
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #3 GROUP B INCREASING HEALTH PROFESSIONALS®
: ROLE AWARENESS .

- .
(R & 4 3
£

Introduction: r

education, joint heaith science: ¢l
z e C1ene

1. curriculum changes should be initiated to integrate i
i

Our,g}gup did not féel the need to describe in-detai.l each

~others respective proféssions. The group moved into immediate dis-

cussion on areas. to-work on to ifcreasé role awareness among the

proféssions. These areas were listed as: communications, finances,;
increasing public health: delviery; allowing professionals to serve:

Fe..people, joint healith-professional housing -in hospitals and . .
cs; programs ‘to increase educational- awareness -early in formal
sses;, and ‘increas

s

sing awareness of

rriers.‘to ‘role awaréness,

Toped a list of mechanisms which can séfve to increase.

s .among-heal.th-professions: I -

1. Colrse-opén- to-all disciplijnes orienting :ithém -to.‘heal:th
care delivery systems, Such a course should be oriented -

toward the role of each-health care member, -

.- Intérptofessional social seniinars

= Expanded interdisciplinary :projects

. Central gathering lounges '

. Faculty awareness projects.

;. After-d

.Combined ¢linical experience
Multiprofession student' organization
. Propaganda ’

The workshop makes the following recommendations:

nter-
disciplinary role awarenéss in our formal education, includ-
ing the following: \ .
1. Combined interdisciplinary clinical experience
2, Courses open to all disciplines orienting them to heal th
care delivery systems )
3. Sessions drawing on speakers from related health and social
sciences —

I1, Expanded interdisciplinary pfojects should be created to include
all health and social disciplines, i.e. Appalachia, model cities’

I'1#, Faculty awareness should be increased through the following
mechanisms:

lo
2,

3.

Facul ty Health Manpower Conference

More active participation in and response to existing
programs of health education

Dissemination of information from student groups and exist-
ing projects involved with interdisciplinary role awareness

Ny
T
>
|
i
¥
N
R
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IV:. Investigation should begin to find the best means of establish-
.. .ing a national student interdisciplinary organization

I't is the opinion of workshop participants that a Student Health

Manpower Conference is essential in order to increase role awareness
of health science students, We therefore strongly recommend that

conferences of this ‘natufe be repeated on an annual basis. In : .
T future conferences, we suggest the utilization of faculty members -
N ; éSgadditiQnat'respyrgghpepplé: We also suggest more interaction I
| with all resource people, to enhancé role awareness,
E § 5’ ... Regional interdisciplinary conferences structured in a similar
R Fashion are a vital follow up for- the national conference and :
P shalll -further serve to implement role awareness. ) .
: 'Y
b ' -
o

P

L

el
Q i é
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #4  GROUP A KEGULATIONS AND RESTRICTIONS ' ;
PRACTICE ACTS, LICENSURE AND INTERNSHIP

-

The. fol lowing recommendations apply to each of thé health professions.

l. Unnform Munnmal Standards : 3

develop and administer Natuonal Examsnatuons and to deve! K
* UNIFORM MINIMUM STANDARDS. (UMS) T o _ _—
Background: ‘National: examination and UMS would. x’
: establish. unnformuty of ‘minimum -requirements for the
- practice: of -a .given-hea th ;profession-throughout the
: - natuon L IMS. are;to -be: .de 'yithe ‘National .Board-
- n S S a imum passnng 3
C éments, -age; etc, )} .
MSA as we|l as

L

[PV

Background e of ' 1 sta 7 ‘i 5
facilitate -reciprocity of licensure :between states. T - -
‘therefore enhancing: freedom- ‘of geographic mobuluty - /

3. A health professional -holding:: a-valid: license in-any ‘State-
and meeting the UMS should be- granted a ‘temporary license in 'w
any other state immedi ately- upon request ‘Such--a temporary
license would. be- valid- for one year during which time the -
applucant shal’l ‘be given:the:- opportunaty ‘to-meet ‘the -addi- - '}
tional state requirements.

‘Background: This procedure wul| facilitate a more B
efficient utilization of manpower by €liminating un- - {
productive lag time, :

Il. Equivalency Credit i
Kil health professions schools should adopt reasonable and uni- ¢

form procedures of examination for eqULyaLencr credit,
8ackground Equnvalency credit should- apply - to exper- o
ience and/or course work received in another institution -]
and/or program. This credit should help éliminate the =
duplucatuon of many plateaus in furthering education
and thus increasing the efficiency of manpower develop- {
ment through increased mobility.

NEM Practuce Acts _

Federal Ieguslatuon shouid be proposed to remove state practuce
acts' restrictions on professional roles in interdisciplinary
demonstration projects.
Background: Many unterduscnpllnary practice model s have
evolved from student projects, but have not generally
- : been tested by or in health professional schools or
in the private sector, It is felt that one major barrier
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to experimentation in ESTABLISHMENT-oriented programs.
is a medical-legal 'HANG-UP, Tiierefore, removal of
legal restrictions would allow manpower utilization
models to be tested more freely

IV. Continuing Education
Mandatory continuing education should be a prerequiste for
~ relicensure, : - .

. Background: Only through_continuing: education "of s

: , """health professionais can their full potential be realizéd. -

e | 1 } 1t i's felt that personal initiative has not affected.
o ; all professionals:equally and there is @ general i)
don't give a damn" or "| don't see ti:¢ so | won't

E e tmake time" attitude, ,Only'thﬁOQ‘hTrggulations,'caﬁ

i B : Ly . the continuing education needs o professionals be met;

:
[
i‘

- Interashio Programs. o L .
= All"health orofessions that require internship- (or equivalent
. - eXﬁeniéﬁéga'§héﬁﬂd*fé;'x§ﬁfﬁé*ihé~ggqlg of such ‘programs. The
’ 1 m_should: then-be ‘objectively evaluated in
E TS . terms of thoseé goals that appear to remain vakid,
- e ‘Background: Many-health -profes “ions -adopted: the
I - N internship requirement as :a-ho.d over from the
: : apprenticeship system of -education., Throughout the
/- evolution of the educational process many out=

: - moded programs (i.e; internship) have .remained.
Through re-examination. of goals and: actual programs
it is felt that many changes could occur which would
affect both the quality and availability of manpower.

internship program should' then-
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STUDENT HEALTH MANPOWER CONFERENCE

{iWQRKSHOP # b GROUP B ‘REGULATIONS AND RESTRICTIONS
e PRACTICE ACTS, LICENSURE AND INTERNSHIP

mmendations:
“AIT health professions should be re-evaluated and practlce acts
should bé continually updated.
The 1icensing body of each profession should recognlze
professuonal quallflcatlons and abilities
Upon ‘recognition of qualifications and abiiities, new
roles and responsibilities. should be delegated to the
existing health professuons
. There should be maximum ut|||zat|on of exnstlng qua||fvcat|ons
. and -abilities.
Where néw ro|es and’ responsnblltles cannot be delegated
to. existing health professions, new ‘health: disciplines
shouild be developed

-

practice acts should be natlona|ly uniform,

A National Health Manpower Practice Acts Board should be

developed.,

The function of this board will be to design model practice

acts, to be disstributed to respective states for suggested

incorporation into. state statutes,

Thi§é Board should include two levels:

--An interdisciplinary Practice Acts Board - this board
shall be comprised of representatlves of each health
profession and the public; public representation should
be equal to that of one health profession. .

" «-fndividual Professional Practice Acts Boards - these
Boards should be comprised of licensed members of that
profession,

. Accredited professional schodls should be glven the authority

to grant Students licenses to practice in their . respective

professions upon satlsfaetory completion of requjred, programs

1. The authority to grant license and/or accreditation shoul Id
be removed as a function of exjsting state boards.
A National Health Manpower -Accreditation Board - This Board
‘should be compr "sed of representatives of each health pro- _
fession and tine public. Public representation should be -
equal to that of one health profession. The function of this
board should be to oversee accreditation of health professional
schools so as to provide optimal health care for all.
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3. An Individual Professional Accredltatton Board for each
' profession comprised of members from that profession
should be created, The function of each board would be to
accredit their respective professional schools,
4, <Continuing education should be accredited by the in-
divi~“ual Professional Accreditation Board.

Continuing education programs should be mandatory for malntenance
of heal th profession licenses, T
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STUDENT HEALTH MANPOWER CONFERENCE - _
WORKSHOP #5  GROUP A HEALTH TEAM-ALTERNATIVE PRACTICE MODELS

Introduction:

The workshop on health teams- alternative practice models con-
sisted of students of dentistry, medicine, nursing, optometry, i
osteopathic medicine, pharmac¥ and Dodlatry. Although this repre= ;
sents a broad cross-section’ of health team, the group was in-
evitably limited by the exclusion of other health related professions.
Di:scussions concerning the health team might also indlude |
social workers, nutritionists,health administrators, lawyers, clergy,
physucal and. occupational theraplsts, among others, A

“~ A major part of our-discussion centeréd: .upon defining ouf N
professuonal rolés, We weré amazed: at -our 1ack of knowlec dge con- ’
Cerning. éach. other's professuonal roles and their places in the health
_team. The. consénsus was. that underuti atuon of professuonal,man- ,
power resul ted: from |nterd|sc1pl|nary ignorance;, This was especially |
true of podlatry and optometry, Thé expanding roles of the pharma- v
¢ist and nurses .need further development and clarification, and the
~ similarity between the osteopathic physician and the MD needs ]
amplification,

Our next goal was to develop a definition of the health team.
Following a protracted debate we décided it is impossible to
establish a rigid team model. The composition of the health team
must be determined by the needs of the specific patient population,
Age, location, ethnic profiles, and endemic diseases are among the ,
factors which determine these populatlon needs. The insoluble pro- - |
blem of delineating a health team model led us to a general defini-
tion: "A health team is a group of health workers organized to deliver
services to a specific patient population'., It seems ridiculous
to structure a health team until the needs of the patient population
are assessed,

.Since the components of the .- th team cannot be determined
outsnde the context of the populugaon to be served, our educational
experience must be correspondingly flexible, Each discipline should
develop an awareness of its own role and limitations, other dis-
ciplines' roles and limitations, and their mutual interactions, To
accomplish this, health professions education must be interdisciplinary.

Recommendations: ;

Our recommendations for facilitating interdisciplinary education
include the following:
1. The interdisciplinary approach should be utilized for the
study of patient management problems. An interdisciplinary
team of students should work together to develop a health care
plan based on an examination of the patient's specific and
multiple needs,
2. A system for exchanging clerkships at other discipline's
clinical facilities should be developed.
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3. Conferences for health related professions should be
developed, These conferences could be local, regional, or
national; group process techniques such as simulation,
problem-solving, role playing, and film presentations

should be utilized. 7 * '

L. Greater efforts should be made to draw on lecturers from -
different health professions, For example, a podiatrist may
lecture about the anatomy and function of the foot or he may
speak to the relationships betwéen podiatry and the other health
disciplines, This is an important means of breaking down
interdisciplinary barriers, .

5. Mutual classeés or seminars should be developed around subjects
of géneral interest such as nutrition o medico-1éegal pro- '
blems. Mutual classes based on the traditional lecture for-

mat are of little value, , 7 .
6. A health sciencés orientation assemb'y should be held early
in the school yedr so that the injtial orientation of physicians,
nurses; ‘pharmacists -and othérs will be-based upon the team
concept. S o

7. Interdisciplinary student projects shoild be -developed,

The greatest benefit of the conference has been our inter-

action with the other disciplines conferring in us an awareness
of our professional rolé¢ on the health téam. .

@
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STUDENT HEALTH MANPOWER CONFERENCE
WORKSHOP #5 GROUP B HEALTH TEAM - ALTERNATIVE PRACTICE MODELS

Di:réction of Approach - Definition of Health Delivery System

A health delivery systém can be défined as inclusive of the
following four broad areas:

1. “Environmental

2., Health Maintenance/Disease Prevention

3. Acute Care

L, Restorative and Extéended Care

These individual aspects are representative of curreéent, past,
and: future delivery systems In our analysi:s, thée current system :
wiithin these areas is fragmented and misdirécted, An-altérnate . 1
niodel would ihclude the followung funétional aspects, defiréed and oot
s - mandated under flexuble assumpt’ons dependént upon admlnlstratlve
2 protocol . ) .

| RECOMMENDED ELEMENTS OF A MODEL HEALTH DELIVERY SYSTEM

I Environmental Health. Recommendatlons
1. Current public health service should be broadened to
) include all-environmental problems,
2. This incTusive service should utilize all health pro-
fessions and related allied disciplines,
3. There should be a circular feedback mechanism to facilitate
|nterdlscupl|nary utilization within the total delivery

model ,

I1. Health Maintenance/Disease Prevention Recommendations:
1. In the area of health maintenance:
a) Central interdisciplinary patient records should be
available to all professions,
b) Total patient care should be mandatory in each profession,
c) lnterduscuplunary referrals are needed for total and
continuing patient care
2. In the area of disease prevention
a) Consumer education and interdisciplinary awareness should
be developed on a national scale.
b) Health professionals should be educated concerning their
- role in a continuum of consumer awareness, education,
and confidence, i

i1l. Acute Health Care Recommendations: :
At present, patient needs for acute care are met mainly in the {

blo-phySIo-chemlcal area and are lacking in the psycho-socio education-

al area, All acute care should have equal emphasus in the two areas;

the |nterd|SC|pl|nary relationships should reflect this equality

of emphasis, Each group should rely on the resources of the other's

in the same way that physician specialists utilize one another's scope

for consultation, The continuum of scope and lnduVldual emphasis is

diagrammed as follows: }

Wam -
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IV. Restorative and Extended Care Recommendations:

Inherent within the ¢diven model is the assumption that areas
#1,00,111 serve primarily as portals of entry for essential diagnostic
and- evaluative services, Upon determination of the necessity for
restorative and/or extended care, patient needs and model response .
to these needs can be facilitated through. the position of -a "liaison" '
source., The “liaison" source would provide:

1. A centralized source for appropriate level of care
. Assignment of personnel to efficiently meet the need :
. Selection of effective setting for provision of care !
. Follow-up, review, and evaluation of patient need and )

dynamic feedback generated through liaison source and .
areas of care #l, Il, and 11| §
The liaison component of the model serves as a buffer designed _ ‘
to-determine the needs, desires; and requirements of the specific popu- :
lation and to facilitate the model's response to thése factors, ' :
Thé: 1iaison source would be responsible for the following: o e
i 1. Cognizancé of scope and limitations of the respective ‘
B discipliines ‘and the overall model's scope and limitations
i 2. Incorporation of indigenous persons as sources reflecting
conmmuni ty needs -
. 3 3. Enhanced emphasis on psycho/socio/ educational needs in
providing extensive and comprehensive patient care within
the defined needs

Fw N

RECOMMENDATIONS: ’ i

I.  Interdisciplinary Respect
1. There is a primary need for interdisciplinary health :
orientation at the most basic level, namely undergraduate i
professional education. We recommend three phases:

Curriculum/Education., Required course material and problem solv- }
ing projects should be constructed to enable several disciplines ‘
to study and work together at the clinical level of their
respective educational programs,

-— Conferences. Continued conferences such as this one should be
held to deal with specific problems in medical care, In this
way the alternative care plans can be established and developed
on a continuing basis with nationwide interdisciplinary student
organizations, More psycho-sociological personnel should:be
included in future conferences to broaden the scope of the
discussion, '

Health Planning. Community populations should be represented as

Tnstruments of planning for interdisciplinary education, Any
alternative health system needs to be tailored to a particular
popul ation-ghetto, migrant worker, Indians, etc., Exposure to the
community professional team concept should be established early
in professional education,
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2. There is also a primary .need to expand the team approach
idea to emphasize that all members of the team be permitted and
encouraged to work to their highest level of competence. |In

-

" this conceptual framework, educational and experimental manpower

resources are more .fully and efficiently utilized, This means
that functions traditionally assumed by certain professionals
must be allocated to paraprofessionals—and professionals who

are equally or more qualified through specific training to carry
them out.

I-n--addi-tion, more respect is needed between professionals
and paraprofessionals . .It should be fostered at an early level
and continually strengthened through such projects as an |nter-
disciplinary journal, conferences, classwork, etc,

Finances — :
1. Capitation and health insurance which pays for social services, :
preventive medicine, diagnostic medicine and out patient services
should be adopted in opposition to thé existing.system which

only pays for existing illnesses and inpatient services,

Legal Requirements

1, The legal definition of customary and expected medical care
should be expanded so .that an individual or organization can be

sued if appropriate preventive, restorative and psycho-social
aspects of acute care are not provided or are provided j{nadequately,

2. Consumer boards with the power to determine the extent of
services provided and the type and nature of interprofessional

relationships should be instituted so that service and inter-

professional arrangements will meet the needs of patients,

3. Acute care peer review should be instituted., The peer
review group should have legal powers and be constituted on an
interdisciplinary basis, with equal emphasis on psycho/socio/
educational and bio/physio/chemical professional areas,

Regulations

1. The scope of our present public health system should be
enlarged to encompass an environmental health system utilizing
the health team, especially veterinarians, nurses, physicians,
socialt workers and environmental engineers, with the. under-
standing that the interdisciplinary rfoles most qualified to"
address *the specific problem take the 1éad and responsibility,

2. Existing government and non-government agencies should be
formed into an .umbrella group to facilitate team delivery in
an interdisciplinary fashion, .

3, A liaison source as defined under the restorative and
extended care section of recommended elements of a model
health delivery system should be required before funding
can be granted for such a system,

L, All phases of the health team as described in the model
above provide minimal standards in social and psychological
services necessary for a project to receive funding,
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #6 GROUP A HEALTH TEAM- INTERDSCIPLINARY
STUDENT PROJECTS

Recommendations: :

I, ~ome mechanism should be created for the development of guidelines
on student project development into a comprehensive compendium of
information, which could be used by any groups interested
in-initiating or continuing interdisciplinary student projects, We
envision this "cook book" to include a delineation of many of the
problems and goals of student interdisciplinary projects of various .
typés, as well as a very detailed text, including possible_solutions .-
and approaches, For example, a general problem of student pro-

jects is evaluation, In this compendium, ‘types of evaluation could

be discussed and the funding. sources for various project-types

could be explained,

Il. Some mechanism should be established for the dissemination of
this information, that is, a National Clearinghouse, As a result of
our collective experiences, we feel that the existing mechanisms

of information dissemination are restrictive and inadequate., A
limited "core" of people representing each health field receive in-
formation, while the majority of students are not aware (for example,
in large part people who are considered to be "core" individuals,
received applications to this conference), The general “private
ownership" of information which is characteristic of health pro-
fessions also exists in their student organizations,

We envision that the Clearinghouse would perform the following
functions:
1. Serve as a distributor of relevant information, with
mechanisims developed.to identify and contact potentially

interested groups and individuals eg, student govern-
ment of each health professional school, all ongoing
student health projects, etc,

2, Act as a repository by actively collecting and compil-
ing information which would be of use to those interested
in planning or improving projects eg. funding sources,
interested participants, guidelines and advisory
material, etc,

Outline For Proposed Compedium of Information

I, An Approach for Student Interdisciplinary Projects - General
A, Goals '
1. Interaction of interdisciplinary student groups
2, Bringing professional students together
3. Satisfying definite community and patient needs

i
{

i
!
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5.
6.
7.
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Making the community aware of their health needs
Providing an educational experience for the student
Creating an incentive for alternative practice modes
after graduation

Developing a methodology for working toge}her

Potential Problems encountered by students administering
projects

NN Vi EwN

lLegal aspects of student-service oriented projects
engaged in health care-delivery ie, non-1licensed
students assuming professional roles

Quality control of health care delivery

Community reaction to student projects -

Student apathy on campus .

Continuity of projects - maintaining student interest
from year to year )

Planning and initiating projects

Obtaining: funding for projects

Implementation

lo
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6.

Reorient intra or uniprofessional health projects

into interprofessional projects

Incorporate voluntary projects into the curriculum
Use students in capacities other than delivery of

the health service for which they've been trained

eg. counseling, administering ' .

Insure actual patient contact as a means of main-
taining student interest

Use health crisis and non-health crisis situations as
an impetus for assembling and forming interdisciplinary
teams eg, disaster area and peace rally first aid teams
Demonstrate the need for the project by stimulating

and documenting student interest and community demands

of Different Types of Rrojects for Compedium
Service Projects

1.

2.

Communi ty Health Education and Recruitment
types:

Community clinics
types: voluntary, non-salary; voluntary, salary;
curriculum
Non-clinic activities'
types: health screening ie. pre-natal, well-baby,
Head Start and grade school, camp ohysicals,
health fairs, geriatic and nursing home projects,
crisis projects and first aid

health careers day, drug abuse and V.D. counseling;

American Indian Health project, general health
education activities
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C. Education of the Health Professional

types:

exchange of service programs between professsonal
schools

role of each discipline in treating a patient
with multiple problems

interdiscaplinary workshops _ :

interdisciplinary periodicals

clearinghouse

joint curriculum
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STUDENT HEALTH MANPOWER CONFERENCE.

WORKSHOP #6 GROUP B HEALTH TEAM- INTERDISCIPLINARY STUDENT PROJECTS

Introduction

The workshop group, consisting of ten health science students
representing different health professions, examined the rationale
behind the health team by asking the fundamental question : Why
should the health professions get together?" The answer which pre-
vailed was that the health team is needed in order to provide the
bést possible care for the health and welfare of the patient.
Students then educated one another concerning their professions,
discussing such areas as curriculum, entrance requirements and
caktiber of students. '

Model Development

- Student participants agreed that the goal of their workshop
should be to create a model interdisciplinary student project, Utiliz-
ing the experience of their own meagre beginning, the group decided
that the most important problem, interdisciplinary communication and .
education, must bé solved first, As a consequence of this realization
the group investigated several solutions but committed themselves to
one--the creation of local interdisciplinary organizations wherever
possible. The consensus was that such groups would serve the dual
purpose of comnunication-education as well as pave the way for a host
of interdisciplinary student projects such as Inter-Clinic exchange
programs. Using the successful interdisciplinary project Operation
Venus from the University of Kentucky as a guide, .the group

sought to develop the best methods for creating a local interdiscip=
linary organization., The result was the fol lowing:

1. Selection of a common goal such as V.D. education or
interdisciplinary student newspaper,

2, Unification of a small nucleus of interested students,

3. Seek moral support from the community and health professional
institutions,

L. Seek out any groups or organizations interested in same goal
and unite efforts, )

5. Begin with small basic service to create credibility and
good. public relations,

6. Recruit volunteers,

7. Avoid too much diversification,

Two basic problems in developing viable interdisciplinary
projects are the following:

1. Obtaining funding
2, Acquisition of volunteers
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Suggested Solutions:

1.

2.‘

Problem of Volunteers

a. Utilize local media in advertising for volunteers
b, Merge with other interested groups : ™
Significant factors in obtaining government funds: ‘

a, The project should demonstate a more economical way

of providing health services,

b. The project should demonstrate a new approach to the
problem, seeving as a model for others (eg. interdiscip-
1inary approach

“Essentially a local interdisciplinary organization is founded
on the need for a project; hence it is a goal within a goal. From
the structure created by the local interdisciplinary groups, a

‘ strong national organization can evolve: And.as a result of this,
: * the future of interdisciplinary health care will be secure for the
: benefit of both the professionals and their patients,

s
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STUDENT HEALTH MANPOWER CONFERENCE

“VIORKSHOP #6 GROUP C  HEALTH TEAM- INTERD!SCIPLINARY
STUDENT PROJECTS -

Operational definition of Student Interdisciplinary Health Projects (SIHP):
A SIHP should offer health education to the masses and at the
same time allow performance of traditional services offered by ihe
_various specialties. Furthermore, these projiects must facilitate
role awareness (inter-intra or up-front awar=zness) as well as promote
students' awareness of '"faculty/establistment'" roles as well as
the roles of non-health disciplines that effect health delivery and
SIHPS, In addition SIHPs should set guidelines for future health
care delivery and insure "1t up to date and avant garde methods
are -developed for the fut. . takeover of the Health-Delivery System
by students. )

Statement of Puyrpose ,

‘We, a group of concerned student health professionals, feel that
an interdisciplinary approach to health care is a superior mode of
delivery of service to the '‘people, Moving from this ossumption, we
feel that student projects, capitalizing on student idealism will
provide experimental models which maximize utilization of !imited
manpower resources; foster interprofessional interaction dissolving
traditional role barriers; and reduce fragmentation of health care
delivery, therefore emphasizing care to the totail patient.

This is the direction ' .. feel health care should and must move
in order to meet the increasing demands being placed upon the health, -
care delivery system, We believe that by exposing health workers
of the future to the alternatives, prior to their entry into the
system as we know it today, their resistance to change will be minimal,
Thus by a siow evolutionary process the total health milieu may be
gradualiy reuirected, '

Goals of Student Projects

In order to develop an effective student health project, we
feel that the goals for the project.should be: (1) to increase the
student awareness of the role of the other health professionals, (2)
to provide a service to the community involved, and (3) to provide an
adjunct to the student's educational experience, It is important to
increase the student's awareness of the role of the other health
professions in order to encourage interprofessional interaction and
thus facilitate the team approach to health care delivery, It is
necessary that the project provide a service to the public in order
to utilize the energy, talents, and time of the students involved.
It is desirable that the project be an educational experiense for
the student to stimulate his interest in participation,
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Accompl i shment of Goals
15 Increasing Role Awareness

Recommendation: |In order to increase awareness of roles cof
other professions, we recommend that the following projects
be initiated:
~ a. a descriptive non-recruitment- booklet covering all
health professions to be published by the various
student health professions
b, an orientation program utilizing specific techniques
in order to facilitate open interactions within the
group, including sensitivity anc encounter groups,
role playing, and group conferences, Conferences should
be developed according to the following guidelines:
(1) an orientation conference prior to the program,
(2) an intermediate conference and (3) a final evaluation
conference

. Service to Community

Recommendation: 1In order to supplement existing health' care,
unique methods of delivery should be developed. The purposes
of these programs would be to provide primary and preventative
heal*h care patient referral when needed and consumer education.
Suggested methods to achievement of these ends would include
mobile clinics which will reach the consumer in his own
geographic area, Permanent store front establishments would

be necessary where mobile units are impractical,

3. Education

Recommendation: Student projects should constitute an educa-
tional experience for all students participating. This experi-
ence , although divergent from more traditional academic course-
viork, will none the less prove to be invaluable to the pro-
ject member. This value will be difficult to assess initially,
but despite this apparent obscurity, real worth is subtly felt
by all preparing this paper. Expansion of role awareness and
broadening the s.ope of one's educational experience are dif-

. ficult to ascertain on an examination but nonetheless valuable
ideals to be pursued.

Suggested Student Interdisciplinary F -.th Projects

One aim of our group was to del’ :ate possible Student Inter-
disciplinary Health Projects which r ., be utilized by groups inter-
ested in developing such activities. We developed ideas on projects
in three cateqories: consumer education, aid to legislative bodies,
and a national clearinghouse for student health manpower,

Consumer Education - The basic aim of consumer education is to bring
the various student health professionals together to provide a

service to the community; i.e., educating consumers to be interested

in their own health problems and motivating them to seek solutions to
their specific problems. Among the projects convidered as valuable were:




Drug Use

Oral Care

Medical Economics Advisory Seirvice ( to increase consumer
awareness of insurance and governmental health programs,
such as Blue Shield and Medicare),

Problems of the Aged

Nutrition

Visual Care

Preventative Medicine

The composition of the health team would differ from project
to project. For example, in a project on Problems of the Aged, the
primary health personnel could include pharmacy, nursing, optometry,
medical, podiatry, dental, social work, and nutrition studen:s. As
supporting personnel, physical therapists and audiologists could

be utilized.

An advantage of such educational projects is that student groups
are freed from the necessity of working under the supervision of
licensed personnel since, generally, actual medical procedures would
not be‘involved. Students undertaking such consumer -education
activities should be made aware of well established information
materials and technical expertise necessary for public education
available from such nation-wide groups as Planned Parenthood, the
American Cancer Society and the American Heart Association. This
information could easily be collected and effect’ rely disseminated
through a National Clearinghouse,

Aid to Legislative Bodies Health professional students are an
invaluable resource for law makers when considering legislation

that has bearing on the total health care delivery system; eg. education,
insurance, or research, The legislators on all levels should be

made aware of the abilities students possess to aid them in research

on pending health bills and testimony before committees. Students

and their organizations should become involved in lobbying for

orderly reform of laws governing health care delivery so that they may
serve as the guidelines necessary for us to practice the type of

hzal th care we.envision for the years ahead.

Netional Clearinghouse A National Clearinghouse for student
interdisciplinary health projects is proposed. The office would
serve as the hub of activity involving all facets of student in-
volvement in the health professions, 1t would receive requests for
aid by students in rural areas lacking effective health coverage,
process these requests and act as a dispatch office for studeénts or
their organizations which are ready and able to respond to such re-
quests for aid, Further, the office would be charged with the total
development of new SIHPs, It would assemble &l information
necessary for this development . and communicate with those govern-
mental, student, educator, and post graduate related groups which
would be involved in the actual implementation of a given project,
Realized to its fullest this office would serve as a primary source
for the rapid mobilization of health manpower teams in the event of
natural emergencies such as the recent West Virginia flooding tragedy,
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STUDENT HEALTH MANPOWER CONFERENCE
WORKSHOP # 7 GROUP A HEALTH DELIVERY SYSTEMS

We believe that health care is the right of every citizen and
that the act of providing this care is the privilege of every member
of the health team. We submit the following recommendations for
the revision of health delivery systems,

Problem #I Poor access to service and poor distribution of manpower
Recommendation: Provision should be made for equal and easy o

access to all facilities and services at all times when
~ needed with one equal level of care for all

Problem #2 Inadequate portal of entry i

; Recommendations: .
: I. Develop a definite source of primary care for all
2, Designate one person of the health care team as
primary contact .
3. Centralize patient health records |
L., Ensure that there exists continuity of care and follow ;
' up with health patients

Problem #3 Lack 6F consumer education :

Recommendations:

I, Establish self-health education classes (use of mass i
media)

fncr¢. e consumer awareness of health needs

A proressional "health advisor' should be trained
appropriately in the area of consumer edulcation

Al1l consumers should have a clear understanding of the
various medical fields and the types of therapy they provide
The consumer should be fully informed about the care he is
receiving

Vi FowN

Problem #4 Cost—égﬂé barrier to health care

Recommendation: Cost should not be a factor in deterﬁining
access to preventative and continuing care

Problem #5 Lack of consumer input into the health planning
processes and continuing care

Recommendations: ‘

1. The consumer must be involved in local, regional and national
health planning

2, The consumer involved in planning should be a representative
of the community who has no conflicts of interest in health

care concerns .
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Problem #6 Lack of total professional input into health planning

Recommendations: L

F.” A strategy for local regional and national planning should
be developed

2. All members on the health team should be involved in the
planning processes

. Problem #7 Present medical research efforts are disjointed and
focus almost exclusively on biomedical problems

Recommendations:

T. A method for coordinationof research efforts should be
devel oped

2. Attention should be given to research in health manpower
delivery

Probiem #8 Crisis treatment orientation’v.s. preventative medicine

Recommendations:

. A reimbursement mechanism should be developed to encourage
preventative medicine

2. Prevention should be incorporated as a part of primary
health care

Problem #9 Poor consumer response to the present health care system
(see problem #14)

Recommendations:

I.” The patient should be treated in his own social environment
with recognition of his attitudes and life style
Minority recruitment into health. professions should be
increased

Problem #10 Professions are free to reject patients oa an economic
basis

Recommendations:

1. The patient should have freedom of choice for health services

2. Reimbursement mechanisms should not permit multiple classes
of care or denial! of service to the patient

Problem #11 Lack of guarantees to ensure quality of care--lack of
responsibility and accountability

Recommendations:

T. Continuing education should be mandatory

2, National standards for relicensure should be related to
expected performance

3. A peer review s,;stem should be developed which is inter-
disciplinary and which involves consumers
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Problem #12 Inadequacies of cargito special groups, including
prisons, nursing homes, mental institutions, migrant
workers, minority groups

Recommendations:

7. Equal care should be administered to all persons

2. No experimentation should be undertaken without the informed
consent and full iunderstanding of the patient

Problem #13 Lack of interdisciplinary health services, repetition
of services, and a high degree of professional segregation

Recommendations: The following activities should be supported
to encourage interdisciplinary interaction:

1. A core health curriculum for all health professions

2. Joint education and degrees

3. Interdisciplinary health professions journal

L, Interdisciplinary health professions conferences

5. Further development of team approach to health delivery

Probiem #l4 Inappropriate recruitment practices

Recommendations:
. Local health needs should be the basis of recruitment
2. Preprofessional training should be supported and improved

Problem #15 Inadequate recruitment and retention programs

.Recommendation :
Economic barriers to health training should be removed

Problem #16 Inadequate study of the heal th care problem and
inadequate legislation at the national level

Recommendations:

I. Develop a new "Flexner Report' (interdisciplinary)

2. Develop national standards of licensure

3.' Establish comprehensive national health insurance

L, Redefine the health professions and their respective functions

Problem #17 Overeducation of professionals and lack of field
mobility

Recommendation: Greater recognition of all areas of acquired
knowledge i1s needed among the various health professions

Problem #18 Inadequate coordination among health care groups
at the national level :

Recommendation: A national organizatior should be developed

as an umbreila for the following groups: student health
organizations,professional health organizations, governmental
health authorities,law associations and consumer associations
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Problem #19

Certain health professions are excluded from
+legislation on reimbursement

Recommendation: National Health Insurance should provide for
comprehensive coverage of professional services

Final Recommendation:

A National Interdisciplinary Health
Student Organization should be developed to promote the objectives
of this conference. The first priority of this organization should
be to seek national legislation that will meet the needs identified

in this document.,' .




-135-

STUDENT HEALTH MANPOWER CONFERENCE
WORKSHOP #} GROUP B HEALTH DELIVERY SYSTEMS

GENERAL MANDATES:

1. Government intervention into health care delivery systems
is necessary, with input from professionals and consumers, because
health delivery systems have failed to change themselves. -

2, - Some form of national licensure, based perhaps on pro-
fessional school accreditation, is necessary rather than the in-
efficient system of state licensure which now exists. Considerations
must be given to mandatory continuing education for relicensure.

3. The health care delivery system must be defined by the
consumer,

: L, The 9 a.m. - 5 p,m,, weekday health care delivery system
which now exists must be abolished in favor of community defined
care,

5. All health care groups must be involved in the delivery of
health care, including medical and non-medical personnel,

6. Student groups must be involved in the formation of health
care legislation, An effort should be made to inform all health
students of pending legislation,

7. Schools must begin to teach the interdisciplinary health
team approach to facilitate a total ‘health care delivery system,

Open hospital staff privileges for all health care profes-
signa}s must be provided, based on accreditation of the professional
school .

9. In addition to health care provisions, the entity of public
nealth must be recognized as essential to total health care, and
effectively incorporated into the health care delivery system.

10, Protection for the health care provider must ‘be established
and maintained through the following mechanisms:

A. Peer review

B. Licensure

C. Continuing education

D fn-House liability .

E. No mandatory membership requirements in national organizations

for malpractice insurance allowance

SPECIFIC MANDATES:
Specific health care delivery systems mandates have been ar-
bitrarily divided into these divisions by the workshop:

--National

--Regional (administrative)

--Local
NAT I ONAL ,

! Health care should be financed by a broad-based tax.struc-
ture on a sliding scale,
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2. Health care costs should be quantified through cost
accounting and detailed budgeting.

3. Categorical financial aid (ie. Medicaid, Medicare,

ADC, etc.) with regard to health care should be eliminated.

] A national institution should be established to coordinate
heal th care delivery, with possible use of the existing HEW
structure, This institution should scrve to eliminate adminis-
trative overlap,

5. A National Review Board should be established with non-
government appointed consumer representatives. The board should
be established to include representatiwves of the health care
delivery team and the administering organization,

The primary goal of health care should be prevention-
oriented, incorporating education of the consumer and pnovider
through mass:- screening, communications media, etc, to facilitate
goal redirection from crisis-intervention medicine to preventive
medicine,

6. The consumer should be educated to proper utilization
of the total health care system,

REGIONAL

I, The orientation of the regional health care delivery system
should be purely administrative in nature, serving as an inter-
mediary between the national government and the community or local level,

LOCAL

Definition: the local health care delivery system refers to

the actual health care delivery from office, health center, community,
and referral area.

I, The dignity of the consumer and the provider must be
maintained throughout delivery of health care by establishing one
primary provider (practitioner) for each patient, thus avoiding
fragmented health care, )

2, An equitable, accessible, and readily available system of
delivery must be provided. The system should include the following
eiements: S

a.Rapid delivery of services
b .Removal of transportation barriers
c.Development and effective use of a referral system
d.Establishment of centralized interdisciplinary health care
¢ Adequate emergency care serviee with trained emergency care
personnel
3 The definition and control of local health care service

sheuld be in the hands of the consumer,

b, Quality care should be insured through the following
mechanisms: (1) effective peer review, (2) review boards, (3) con-
tinuing education, .

5. Extended care facilities and home health care services should
be developed in addition to acute care and out patient services,

6. Comprehensive mental health facilities should be included
in health care delivery systems,

STATEMENT: Implicit in the above mandates/proposals is the under-
standing that the health professional will be required to relinguish
certain freedoms in order to provide total comprehensive health care
to the people,
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STUDENT HEALTH MANPOWER CONFERENCE
WORKSHOP # 8 GROUP A HEALTH PROFESSION MOBILITY

Introduction

The workshop group concerned with mobility discussed many of
the barriers to and mechanisms for advancement within the health
careers system and concluded this discussion with the following
suggestions, recommendations, and mandates that express student
concern and suggestions for ways to facilitate mobility,

Recommendations:

I, Course credit transfer, on the basis of a pass-fail system or
a letter stating completion should be established among health
professions for comparable curriculum material. This facilitates
mobility by eliminating unnecessary duplicationwhen moving from
one health career to another or within one health career,

i1, Health education should be revised to inc¢lude the following:

1. Incorporation of all health professions under one roof.
(The idea of the university health science center should
be a high priority consideration.)

2, Establishment of a core curriculum especially in the basic

" sciences and also in the clinical years,

3. Greater emphasis upon curricular reforms, including a

greater integration of clinical and abstract didactic materials

and a shortening of the length of professional education.
L., Establishment of regional health centers in areas where
medical care is inadequate,

Health science schools should seriously consider the recom-
mendations made by the Carnegie Commission on Higher Education.

I11, Since education credit hours do not always reflect ability,
equitable challenge examinations, written, oral, and practical,
should be established, This would give recognition to skills
and knowledge gained in both formal and informal educational
experiences and would maximize ut’lization of health manpower
in the shortest possible time.

IV, Education of existing high school and college counselors is
imperative to increase awareness of the diverse opportunities in
the health professions and allied health careers, Special em-
phasis should be given. to the potential for vertical, hori-
zontal, and diagonal mobility., Further, it is essential to
develop training programs for pre-health advisors to function
at both high school and college levels where this service is
currently unavailable.
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Admission policies and practices should be re-evaluated and
revamped to facilitate mobility for health personnel in their
respective careers, - :

It is the consensus of this committee that too much emphasis
is placed on grades and formal education without regard to
experience, skill or knowledge acquired outside the systems
of institutional education,

The present licensure system should be made more flexible,

In order to facilitate mobility, implementation of the following

proposals is recommended:
Re-emphasize that specific educational prograns should not
be a pre-requisite for licensure,.

2, Establish proficiency examinations to demonstrate already
existing skills and abilities,

3. Eliminate state boards as a requirement for ‘licensure of
graduates of accredited schools,

We recommend that a new student health professional organization
be createc. This national body would be guided by local and
regional branches, Functions of such an organization should
include increasing health professional mobility and improving
counselling and recruitment services, Licensed professional
people and allied health personnel may participate in the
organization but policy-making powers should remain in the

hands of students,
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STUDENT HEALTH MANPOWER CONFERENCE
WORKSHOP #9 GROUP A TECHNOLOGY

PRIMARY STATEMENT:

The goal in improving health manpower efficiency can best
be achieved by applying technological advances at the primary
health care level with emphasis on the recipient and/or consumer
not the provider, This primary care must be preventative as
well as curative, '

CRITERIA:

These technological advances and applications should create
these elements of hKealth care:

1. Availability--both facitiities and personne! should exist
for every recipient and/or consumer, i
2, Accessability--if facilities and personnel exist the recipient
and/oi consumer must be able to gain entrance to them, .
3. Acceptability--even if facilities and personnel are available
and accessible to provide health care, the recipient and/or
consumer must be a willing participant,
Continuity--even if the above three elements are present, the
health care delivery cannot be episodic but must be main-
tained,

RECOMMENDATIONS:

I. Availability of Technology for Primary Health Care

1. Technology and instrumentation utilization should be
increased to help offset the shortage of manpower for
health care delivery, (e.g. increase the use of computers
for patient screening)
Provide new types of health care delivery systems, (e.g.
mobile automated roving clinics)
Improve the techaical training of technicians to include
preventative, as well as <iagnostic and curative techniques,
Increase research in Biotechnology.

Accessability of Technology for Primary Health Care

1. Remove prejudicial barriers allowing entrance to health care
services, '
Remove financial barriers, eqg. thrbugh national health insuranc
Use computers to maintain health monitoring for more people
at lower cost,
Use good management to avoid duplication of services and
facilities,
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I11. Acceptability of Technology for Primary Health Care

V.

1. The consumer should be educated as to the advantages of
technology derived health care versus the use of more highly
trained professional personnel,

2, The dehumanizing qualities of automated health care should
be minimized.

3. The different responses of separate socio-economic classes
to automated health care delivery should be noted and
appropriate- re-education undertaken,

k. A1l the medical and allied medical professions should be
utilized in communicating to the health care consumer the
idea of automated health care delivery.

Continuity of Care Under a Technology Derived Health Care System
I. Long term contact and rapport should be established with
the recipient-consumer, * _
2, An equilibrium should be established between short range
and long range goals.
3. Utilization of technology for prevention should be established.
(e.g. use of computers to detect small changes over
" extended periods of time )
k. Increase the inter-professional communication of new tech-
nological knowledge.

Position on the Development of Technology in Relation to Genetics:

A. Majority (5) As long as there can be no assurance against
possible misuse either by government or others, the development
of technology necessary for genetic manipulation (ie. the mod-
ification of the human genotype, in vivo) should be strictly
regulated (e.g. through grant restrictions) toward the end of
forestalling the development of genetic engineering techniques
which man is not yet morally equipped t. command,

Minority (4) The government at this time, should not in
any way restrict scientific research.

B. Majority (6) As long as there can be no assurance against
misuse, the power to enforce genetic selection within the
human population should be denied to the government, The
insividual must retain all rights of selection.

Minority (3) It is not possible at this time to make a
decision on the government's role in genetic selection within
the human population.

C. Unanimous However, in order to minimize individual suffering,
all possible effort should be put into development of genetic
counseling and genetic treatment. (i.e. the elimination of the
symptoms of a genetic disease,)
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Unanimous Mandate

Whenever possible, the use of auxiliary personnel is preferable
to the use of computers, e,g, the use of professional assistants
instead of computers in taking medical histories, This is necessary
to retard the continuing depersonalization of health care delivery,
People should be used especially if their services are more efficient
and economical, However, this should not be considered a mandate
to increase .he number of health roles without bounds, The number
of people the patient comes incontactwith should be minimized
again to maintain personal health care services, Auxiliary personnel
should be trained to do as many different but related tasks as
possible,
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STUDENT HEALTH MANPOWER CONFERENCE

" WORKSHOP #10 GROUP A HEALTH PROFESSIONS EDUCATION

We the people of the allied health professions--dentistry,

meaicine, nursing, optometry, osteopathy, pharmacy, vodiatry,
public health, and veterinary medic¢ine--make the following mandates:

it is mandatory that:

A national health organization be established and funded to
improve health services to the American people by re-organiza-

" tion of education processes, both theoretical and practical,

The student health organizations unite in a common front to
exert political pressure in order to ensure that adequate health
care is available to all people. This is a priority tc pro-
gram change into the educational process.

A similar conference be sponsored in the future in order to
allow more students of. the allied health professions to reconvene
and to stimulate new ideas to bring about change in the health
educational process,
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STUDENT HEALTH MANPOWER CONFERENCE
WORKSHOP #10 GROUP B HEALTH PROFESSIONS EDUCATION

PP

The workshop on Health Professions Education of the 1972 Student
Heal th Manpower Conference would like to propose eight mandates deal- :
ing with health professional education. :

l. We feel that adequzte student funding is unavailable to health
professional students, The inadequacy of funds is due to
various factors, These include:
Basic lack of funding from government and private sources
Governmental cutbacks of previously available funds
Lack of uniformity in distribution and availability of funds
Placement of submaximal ceilings on loan amounts
Parental success hindering independent students® opportunities
for financial aid
Financial counselors unaware of all available resources
Individual funding unrealistic in relation to need
Proposed solutions to above problems include:
-- Student participation in dissemination of funds
-- Student involvement in lobbying for increased government suppor.
-- Joint student-faculty committees to determine financial needs

~NOY N EFwN -
* . . . . . .

I1{. The workshop feels a need for a National Interdisciplinary
- Organization which would facilitate intercommunication among
health professional students. Objectives of this organization
should include: )
1. lIncreased appreciation of roles of allied health professions
2, Correlation of lobbying activites .
3. Development of core curriculum for all related health
fields to prevent duplication of services, facilities, etc,.

111, Because the need exists for cooperation of faculty in facilitating
curriculum change we feel that the health professional student
could gain this cooperation through the following mechanisms:

Increased socialization between faculty and students

Involvement of interdisciplinary faculty in teaching role

Iinterdisciplinary student exchange and externship programs

Formation of speakers bureaus

Involvement of faculty in student planning at the grass

roots levsl

U W0 N -

IV. The workshop feels that more emphasis should be placed on teach-
ing methods and abilities of health profession instructors., Some
oroblems with the current system include:

1. Learnlng in spite of inadequate teaching ability makes the
student's role more difficult

2, Too much emphasis is placed or research and not enough
on the teaching role,
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3. No formal educational training
L, Misuse of available personnel

Proposéd solutions to the above problems might include:

Vi,

Vit,

£
vitl,

-- Increased use of student teaching ass’stants

-- Valid student evaluation of faculties

-- Faculty recognition of student evaluations

-- Abolition of tenure to be replaced by renewable contracts

-- Requirement of periods spent in field work and continuing
education

-- Use of experts in the field of education for irservice
evaluation and training

Lack of counseling is a basic deficiency in health professions
education, Many counselors are lacking in a conplete under-
standing of the total health science picture., In the area of
minority counseling there is a lack of uniformity in counseling
practices and an insufficient number of counseling personnel, To
better utilize existing counselors, health professions should
provide any needed information, and attempts should be made to
involve students in counseling. Their activities should in-
clude inter and intra-disciplinary activities,

The workshop in education proposes that all professional health
eare schools should maintain only pass-fail or a similar system
of permanent records., By eliminating grade competition we may
instill a better professional attitude toward fellow practitioners.
Class rank has little correlation with the health professionals'
effectiveness. The object of evaluating a student is to ensure
that the student has reached an adequate competency level; there
is no value in providing a gradient betv. en students. The term
"grading system" should be dropped and "“competency levels'" should
replace it.

Preventive medi€ine is rapidly becoming an important concept in
totai health care. We feel that courses related to this should
be incorporated into the curricula and that government support
be solicited.

Continuing education should be required for all health profes-
sionals after graduation,
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #11 GROUP A QUALITY OF CARE
Goal : Maintenance of Quality Health Care
Recommendation: Many types of checks and Lialances should be

built into the health care system in order to maintain high
quality of care, including such controls as (1) continuing
education, (2) review boards and relicensuré and (3) health
team approach .

Primary Statement: The interdisciplinary health team serves as
a viable check and balance system ensuring quality care and
in addition constitutes the most economical and effective mode
of health care delivery.

The interdisciplinary health team incorporates the following
control mechanisms:

1. Interprofessional consultation resulting in interdisciplinary
interaction and accountability, Definite areas of respon- )
sibility must be designated for the various health professionals
working together as a health delivery unit, Individual )
heal th professionals will be held accountable for the
professional services rendered by the other members of the
heal th delivery unit. )

2. Preceptorships which provide mutual learning experiences
to health professionals and students,.

3. Consumer input into and participation in the system

L, Motivation and/or profit incentive:

a. Monetary--private facilities
b. Service gratification
c. Self-help and community ownership

MODEL DEVELOPMENT - Interdisciplinary Health Team

The group developed four team models,some based on theory, others
based on actual projects and examined them in terms of their quality
controls and feasibility f~r funding,

The models which follow are four examples of health delivery units
involving various interdisciplinary teams modified to meet local con-
ditions. Financial support for these units varies with the specific
areas. The model is designed to provide the most efficient and the most
economical form of health care to the respective populations,
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MOBEL #1 URBAN-OUTPATIENT CARE

l. Services Provided
A, Minimal Clinical Services

1. Family practitioner 6. O0B-GYN

2, Psychiatrist /. Dentistry

3. Internal medicine 8. Pharmacy

L, Pediatrics 9. Minor diagnostic lab

5. Optometry 10, Clinical record maintenance

3., Referral Services (medical records should be returned to
the center after treatment)
1. Crisis care
2, Clinical care
3. Geriatrics

I1. Funding Sources
A, Third party payment
B. Private individuals

I1l. Care and Counsel
A, Patient 1s assigned to a nurse liaison
1. Follows patient through center
2. Provides explanation of services
B. Counsel
1. Patient is assigned case worker for follow-up care

Arn existing urban-out-patient care model is Laborers Voluntary
Health Institute in St. Louis,

MODEL #2 MOBILE HEALTH UNIT

Target: Rural area g
Goal: Quality comprehensive health care to rural citizens

l. Services:
1. Multiphasic diagnostic screening, ie., minimal x-ray; hearing
and vision; blood and urine testing, etc,
2, Referrals to area practitioners, local medical facilities,
medical center complex
Expectant parents classes
Diabetic teaching

AP S
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5. Well-baby clinics
6. Immunization programs
7. Consumer-planned health programs
8. Clinical records
9. Educational programs to area health workers
I Staffing:
1. Full-time driver/lab technician or driver/medical records
secretary
2, Public health nurses
3. Students and their instructors from all health disciplines
L, Area volunteers
5. Area health officer or general practitioners
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I11, Funding Sources:
1. . Department of Health,Education and Welfare: pay for imple-
mentation of Mobile Health Unit
2. Local funds: operating expenses :
3. Schools using Mobile Health Unit for educational facility.
provide instructors' salary,

IV, Quality Controls:
1. Consumer involvement in planning, implementation, evaluation
2. Interdisciplinary action and quality review
3. Service-oriented(non-profit)
L, Student exposure to rural health problems
5. Preceptorships

MODEL #3 WILDERNESS MOBILE UNIT

Goal : Health care delivery to Eastern Washington state, predominantly
Caucasian and Indian populations, including reservations;
specifically, an outreach model designed to fulfill community
needs.

I, Services provided:

1. Education of consumers: health habits, preventive medicine
immunization programs

2, . Retraining of local health paraprofessionals for:
a., Feedback and communication between consumer and deliverer

in health care system

b. Continuing and interim care
c. Coordination of periodic clinics

3. Periodic clinics from various disciplines i.e., dentistry,
optometry, surgery, counselling, psychiatry, pediatrics, 0B, Gyn,
home nursing, occupational,therapy, physical therapy, pharmacy,et:,

L, Acute care, particularly in response to consumer or local :
paraprofessional input

5. X-ray, minor laboratory, examining facilities in the mobile
unit, staffed by physician, physician assistant, health team

6. Diagnostic and referral privileges at local medical facilities
in Seattle and Spokane where it is possible to utilize the
resources of interdisciplinary health teams

7. Communication center for coordination among community health
paraprofessionals, mobile unit, and local medical center, etc,

If. Funding Source:
Public Health Service, local donations

I11., Quality Controls:
1. Consumer education .
2, Local health paraprofessionals providing DA
consumer input
3, Interdisciplinary consultation and review




)
§
H
i

-148-

Mobile units delivering health care, podiatry, and dentistry

services

currently exist as Public Health Service projects and

University - affiliated units involving student preceptorships. There
are several private foundations in Washington State reviewing pro-
posals for health care delivery systems. Many counties in Eastern
Washington are advertising need for local medical care,

Definition of Terms:

1)

2)

MODEL #U4

Paraprofessional - individual within the specific community
within Eastern Washington who serves as outlined in services
item 1-2, This may be an individual who is already trained
in some aspect of health professions and would require
minimal retraining (some such people do live in the area
now) or someone who has had no previous training but is
willing to undergo some form of training and could then
function at a level commensurate with the training.

Heal th team - members from the interdisciplinary force
needed for the particular clinic who can serve the needs

of the community at the time of the visit,

NE | GHBORHOOD/RURAL CLINIC

|, Clinic Structure and Services

A,
B.

Major operating facility

1. Ambulatory out-patient clinic

Satellite operating facilities

1. Rehabilitation center

2. Acute care facility

3. Custodial care facility

L, Minimal care facilities

5. Mobile urban/rural unit

Input facilities

1. Consultants, including the followinc health personnel:
psychiatrist, neuro surgeon, orthopedic surgeon,
podiatrist, cardiologist, veterinarian, public heal th
worker

Medical centers

Telephone lecture systems to outlying areas

Telephone computer systems to hospitals, medical centers,
research units and othér health facilities

Computer consultant systems to other research centers
throughout the U.S.

w FwN

tt. Funding Sources

A,
B.
C.
D.

Local

State

Regional Medical Program - Comprehensive Health Planning
Department of Health, Education and Welfare

111, Quality Controls

A,
B.

Interdisciplinary executive boards
Daily patient health record reviews in each facility
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eekly morbidity-mortality

.C.A. required committier

. Transfusion

. Tissue

. Infection -

L, Therapeutic agents -committee

Sponsorship of inservice programs

Sponsorship of continuing education with required partici-
pation--(points/credit hours)

Funding for meeting attendance

Inspection and review by heal th workers with feedback
Intern-extern programs

W
J
1
2
3

-_T o nm

opulation Served

Neighborhood catchment area
County catchment area

State catchment area

City catchment area

rograms already proposed or implemented

Heal th Maintenance Organization plan

State mental facilities

Visting Nurses Associations

Regional :Medical Program-Comprehensive Health Planning
Public Health facilities

<<
Mmoo X>»o OO ® >

Summary: This model represents a multiphasic interdisciplinary, .
open endedoperation for total health care provided by salaried/con-
tracted personnel through federal, state, or local funding. It is
also applicable to group practice or Health Maintenance Organization-
Comprehensive Health Planning programs which can be fee-for-service
or pre-paid.
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STUDENT HEALTH MANPOWER CONFERENCE

WORKSHOP #11 GROUP B QUALITY OF CARE

Recommendations:

Vi

Vi,

A health care congress should be established with representa-

tives of all health oriented professions,

Functions of the health care congress:

1. National level: --clearinghouse for health related -terials
--coordination of national health po. cies
--influence legislation

2, State level: --coordinate state health policies
--establish and administer state programs

and projects

3. Local level: --implement all projects

--initiate peer review and sensitization

Heal th education content in school curricula should be increased.

National heal th insurance should be further researched
and supported,

Legisiation’should be 6roposed which requires health pro-
fessionals to show evidence of continu ng medical education.

Associations that have existing interdisciplinary projects
should be encouraged to broaden their present scope to include
all health professions. All health professions regardless of
scope of practice or recognition have a right to be heard

and recognized,

Hospitals should be re-evaluated to serve as more completely
staffed-health facilities, to include such health personnel
as podiatrists, optometrists, doctors of osteopathy, etc.
fn particular, the following areas of hospital administration
need to be examined: . :
1. Inter-hospital communications and utilization of all

heal th services
2, Controls which are placed upon the various health professions
3. Discrimination in hospital privileges for the various

heal th professions

The roles of the different health professions should be re-
definéd, Efforts to evaluate present limits on the- scope and
practice of the health professions should be undertaken at
the national level,
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STATEMENT OF THE CAUCUS
of the
THIRD WORLD* HEALTH PROFESSIONALS
Presented at the
STUDENT HEALTH MANPOWER CONFERENCE

This caucus betieves that indeed there does exist a health man-
power crisis, However, contrary to widely held opinion this crisis
exists not for most non "minority'" persons, but it exists as a daily
fact of life for third world persons in the United States., Supportive
data for this statement is manifest by the fact that only 20% of the
problems related to health manpower are to be encountered in rural
white communities, while the remaining 80% are evidenced in the barrios,
the ghettos and on the reservations,

This student health manpower conference has chosen to ignore the
real 80% of the manpower problem, relegating consideratidn Of these
oroblems as a sub-topic under only one discussion group. By this
relegation, the planning committee for this conference has demonstrated
its insensitivity and racial bias with regard to these issues,

This insensitivity is futher manifest in the mediocre attempts made
by the planning group to solicit and involve minority input into the
planning and actual participation in the conference,

We deplore the systemacic exclusion by the planning committee of
Asian, Black, Boricua, Native American and Chicano students from
real participation in the Student Health Manpower Conference.

At the same time we recognize .nat this exclusion occurred because
white people cannot recognize their own blatant and overt Pavlovian
racism and oppressive methods.

The problems delineated above are but also manifestations of the
much greater manipul ations perpetrated on minority health professional
student organizations, These manipulations being evident in the
fact that the Bureau of Health Manpower knowingly funded this conference
with its above racist exclusions, and has attempted to justify this
by manipulating their consideration of the request for annual con-
ference funding by one ethnic minority student health organization-the
Student National Medical Association, and attempting to make this
conference into one which perforce involvesall minority student heal th
organizations,

We deplore the fact that the Bureau of Health Manpower Education
and the Health Services Mental Health Administration has allowed and
perpetuated consistent manipulation of minority pecple in the health
nrofessions by institutions and organizations receiving federal funds.
We expect the new Office of Heal th Manpower Opportunity to lead the
Bureau in making decisions affecting minority people,

*Third World - Men and Women who are Asian, Black, Boricua, Chicano
and Native American
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We will no longer accept this racism, this 6ppression, this
paternalism, this control-all of which lead directly to continuation
of no or poor health care delivery in our communities,

White people who think they are liberal CANNOT solve the health
problems of minority people, They cannot sclve the problems of minor-
ity = health science students, Minorities alone, when they gain
control of their own communities, and resources, can solve their
problems, We will gain control and we will solve o' - own problems,

The inclusion of non-third world persons in o'r efforts is
purely on an ancillary basis; to aid us in the achi. 'ement of our
goals as defined by us and to assist thes2 non-third orld persons
to eradicate the racism which is their natural state,

it is to the fulfillment of these ends that this caucus of third
world people gathered at this meeting, While sharing the common
bonds of oppression, this group of Asiarn, Black, Boricua, Chicano and
Native Am?rican heal th science students, together with young pro-
fessional' resource persons from these groups, resisted all internal
and external derisive methods of manipulation and achieved solidarity,
For the first time, we as third world health professionals closed
ranks and determined that the time has indeed come for a unified
attack against our common oppressor and by so doing begin to direct
and rebuild our health care system for our people,

Our resolve is stated in the recommendationas which follow:

1. That these recommendations be included as a separate section in
the proceedings of this conference. To ensure that these
recommendations be included without alteration, that provisions
be made by the planning committee to have representatives of
the minority caucus be present at all deliberations relative
to the proceedings,

In order to ensure rapid action on these recommendations, this
caucus has assumed the responsiblity for distributing this
statement in advance of the conference proceedings directly

to théffollowing individuals and organizations,

a, Dr. Kenneth Endicott, Director, Bureau of Health Manpower, N|H

b, Dr, Vernon Wi.son, Administrator, H,S.M.H. A,

c. Mr, Stanley Thomas, Deputy Assistant Secretary for Student
and Youth Affairs, Department of Health, Education and Welfare

2, That this caucus strongly recommend to the Bureau of Health
Manpower that they desist trom attempts of manipulating funding
requests madeby minority student health organizations. That
these requests be considered only for the scope of work as de-
fined by the requesting organization - e.g. request to fund an
annual-education conference, remain as such,

]Representatives from the Office of Health Manpower Opportunity; National
Chicano Health Organization; Urban Coa!iticn Health Manpower Program;
National Medical Association - Project 75 and the National Boricua

Heal th Organization,
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3. That representatives of this minority caucus be defined as a
planning committee for a third world health manpower conference.
That this planning conmittee be provided with funding (through
the grants to be made by the Bureau of Health Manpower) to
attend and meet at the planned Student National Medical Associa-
tion annual conference in two weeks, to discuss plans for im-
plementation of the recommendations of this caucus and to
discuss organizational plans for this conference, and the
preparation of a grant proposal to be presented to the Bureau
of Health Manpower for funding.

Preliminary work for such a conference has begun at this Student
Health Manpower Conference, Contact has been established with the
Bureau of Health Manpower officials; the SNMA has agreed to consider
to include in the scope of work of its annual conference provisions
for a meeting of the planning committee; tentative program ideas
have been formulated for a potential July conference,

[,
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STUDENT HEALTH MANPOWER CONFERENCE
WOMEN'S CAUCUS, SUNDAY

Minority Group Consensus

The Women's Caucus at the conference calls to the attention

of all participants that this was in fact a health MANpower
conference. Inherent in this was the fact that the conference
failed to address itself to ALL substantive issues relating to
women in heaith, as consumers, health students, and health prae-
titioners., Women continue to be victimized by the present systems
of education and health care delivery.. Further, at this conference,
no due consideration was given to the vital need of increasing
recruitment of women - ef ALL ethnic groups, minority and majority,
into those health professions now deficient of adequate female
participation., It is IMPERATIVE that future health conferences
address themselves to ALL HUMAN needs.




